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ABSTRACT
Health Care Utilization Among Latino and non-Latino Parents:
The Role of Cultural Barriers to Care
Laurie B. Mazzuca, M.A.
James D. Herbert, Ph.D.
Low-income Latino parents face many barriers to care when attempting to access
health care services for their children.  This study investigated the relationship
between psychosocial variables that may be potential cultural barriers to care, such as
parent health locus of control, health beliefs, self-efficacy, and acculturation, and
health care utilization by low-income Latino and non-Latino parents of school age
children.  Participants completed several measures related to these variables.
Regression analyses were performed to evaluate whether rates of health care
utilization can be predicted from these psychosocial variables.  Group differences
were assessed using ANCOVA and MANCOVA procedures.  In general, results
indicated that the psychosocial variables did not predict rates of health care utilization
among low-income parents, although self-efficacy accounted for a small amount
(8.6%) of the variance in rates of health care use among non-Latino White parents.
Results also indicated that Latino parents had greater rates of health care utilization
than non-Latino White parents, a trend which contradicts the findings of previous
research studies.  As expected, Latino parents were found to be less acculturated and
endorsed more culturally-based causal attributions for illness than non-Latino White
parents.  Limitations of the study and implications for future research are discussed.

1CHAPTER I: INTRODUCTION
According to the 2000 Census, individuals of Latino origin account for 12.5%
of the United States’ total population, not including Puerto Ricans living in the
Commonwealth of Puerto Rico (U.S. Census Bureau, 2001).  In fact, Latinos now
represent the largest ethnic minority group in the U.S. (U.S. Census Bureau, 2001).
However, of the 35 million Latinos living in the U.S. in 2001, approximately 8 million
are currently living in poverty (U.S. Census Bureau, 2001; 2003).
Given that the Latino population in the U.S. is younger, less educated, and
more likely to live below the poverty level than is the non-Latino White population
(U.S. Census Bureau, 2001; 2003), it is not surprising that Latinos are less likely to be
covered by health insurance than any other racial or ethnic group in America,
including African Americans and non-Latino Whites (U.S. Census Bureau, 2003;
Treviño, Moyer, Valdez, Stroup-Benham, 1991; Woodward, Dwinell, & Arons,1992).
Furthermore, Latino and African American children account for the largest group of
uninsured children in the U.S. (Kaplan & Friedman, 1997).  Previous research has
shown that approximately 30-40% of uninsured Latinos reported that they had not
visited a physician within the past year, suggesting that Latinos’ financial access to
health care services has an impact on health service utilization within this population
(Treviño et al., 1991).
However, even among those Latinos who have access to adequate health care
services, research has shown that Latinos tend to have lower rates of health care
utilization than White Americans  (Solis, Marks, Garcia, & Shelton, 1990).  In
2addition, although there are little data regarding the mental health care utilization rates
of Latino children, there is some evidence to suggest that low income and minority
children with disorders such as ADHD are less likely to receive treatment than White
children or children from a higher socioeconomic background (Bussing, Zima,
Perwein, Belin, & Widawski, 1998).  Bussing, Zima, et al. (1998) found that 30% of
children with symptoms of ADHD from low income families sought care from a
primary care provider for behavioral or emotional problems.  In contrast, 47% of
children with symptoms of ADHD of high SES sought care from a primary care
provider for their behavioral or emotional problems (Bussing, Zima, et al., 1998).
Results also revealed that 39% of minority children with ADHD were currently
receiving treatment at the time of the study, whereas, 57% of White children were
receiving treatment for their ADHD related problems (Bussing, Zima, et al., 1998).
Researchers have tried to explain this pattern of underutilization of health care
services among ethnic/racial minority groups by concentrating on the financial barriers
or obstacles that they may encounter when accessing the health care system, such as
lack of insurance.  However, some studies have shown that the ethnic/racial
differences in utilization rates and access to care existing between Latinos and other
minority groups and Whites cannot be completely accounted for by low
socioeconomic status or other financial barriers to care (Hayward, Shapiro, Freeman,
& Corey, 1988; McMiller & Weisz, 1996).  For example, McMiller and Weisz
examined various factors affecting the help-seeking practices of African American,
Latino, and non-Latino White children and families.  They found that Latino and
African American parents were less likely than non-Latino White parents to seek out
3professional help for their child’s mental health problems and had fewer professional
visits than their White counterparts, however, the authors also found that income level
did not account for a significant portion of the variance in help-seeking practices
among the different racial/ethnic groups.   As a result, investigators are now beginning
to examine the influence of cultural factors on help-seeking services.
Current research suggests that an array of psychosocial factors such as health
locus of control (Kirscht & Rosenstock, 1977; Lau, 1982), self-efficacy (Mishra et al.,
1998), or acculturation (Andersen, Lewis, Giachello, Aday, & Chiu, 1981) are related
to the performance of health prevention and health promotion behaviors.  Furthermore,
there is evidence to suggest that Latinos differ from non-Latino Whites with regard to
several of these variables (Atkinson, Jennings, & Liongson, 1990; Wrightson &
Wardle, 1997).  Yet, the importance of cognitive factors and cultural characteristics in
facilitating Latino parents to seek health services for their children has, by and large,
been overlooked by health care providers.  Considering the increased diversity of the
U.S. population and, in turn, the population of health care consumers, this becomes a
potentially important oversight that can impede the ability of health care professionals
to provide culturally competent and relevant treatment services.
The purpose of this study was to examine the relationship between health care
utilization by low-income Latino and non-Latino White parents and the following
variables:  (1) parent health locus of control orientation, (2) causal health attributions
or health beliefs, (3) self-efficacy, and (4) acculturation.  Second, this study
investigated whether or not low-income Latino and White parents differed with regard
to rates of health care utilization. Third, this study investigated whether or not low-
4income Latino and White parents differed with regard to parent health locus of control
orientation, health beliefs, self-efficacy, and acculturation.
First, a description of the Latino population in the U.S. and an operational
definition for the term “Latino” will be provided.  Next, the health care utilization
patterns of Latinos will be discussed.  This discussion will also include a presentation
of models of health care utilization and barriers to care.  In addition, a review of the
major financial and cultural barriers to care affecting health care utilization by Latinos
will be provided.
5CHAPTER 2: LITERATURE REVIEW
Defining “Hispanic”
Over the past 150 years, the federal government has employed varying criteria
when attempting to identify individuals of Spanish ancestry within the United States
(Suarez & Ramirez, 1999).  According to the U.S. Census Bureau (1999), the term
“Hispanic” refers to any person or individual whose origin is Mexican, Puerto Rican,
Cuban, South or Central American, or who is of other Hispanic/Latino origin,
regardless of race.  Suarez and Ramirez (1999) point out that the term “Latino” is also
used in place of the term “Hispanic” to identify individuals whose origin can be traced
to a Latin American country within the Western Hemisphere.
Often these terms are used as an indicator of race or genetic background rather
than ethnic identity.  However, persons of Hispanic and/or Latino origin may classify
themselves as having very different racial identities.  According to Suarez and
Ramirez (1999), 96% of all Hispanics in the U.S. are classified as White race, 2% are
classified as Black race, and 2% are classified as being of mixed or biracial descent.
In fact, the racial or genetic background of Mexican Americans, Puerto Ricans, and
Cubans may be any combination of Native American, Amerindian, Taino Indian,
Spanish European, and West African ancestries (Suarez & Ramirez, 1999).  Thus, the
terms “Hispanic” and “Latino” are used to describe not a homogenous group, but
rather a group of individuals who in actuality have many different countries of origin
and racial/ethnic identities, but who share a common language and/or similar ancestral
history of Spanish occupation (Suarez & Ramirez, 1999).
6In fact, it has been postulated that any standardized terminology used to
identify individuals of Mexican, Puerto Rican, Cuban, South American, European, or
Central American descent is inappropriate (Gimenez, 1989). According to Gimenez
(1989), The “Hispanic” label was created to identify an ethnic group that holds
minority status in the U.S., meaning that it is a group of people that has been subject to
racial discrimination, economic exploitation, and marginalization from society.  Use of
such labels, Gimenez (1989) argues, promotes the development of racist attitudes by
stereotyping what is a heterogeneous population, and the author contends that social
scientists should instead use specific terms to refer to the six major groups of
“Hispanics”, including people of Mexican and Puerto Rican descent, South American
and Central American immigrants, Central American refugees, and Cubans.
As the word “Hispanic” begins to fall out of favor, many researchers have
begun using the term “Latino” in place of “Hispanic” with the reasoning that it is race-
neutral, and denotes a cultural, rather than racial, distinction.  However, this label may
also imply some racial value, and some researchers suggest that the social category of
“Latino” is the result of the dominant Anglo-American culture’s tendency to
“racialize” the various Latin American ethnic groups in the United States (de Haymes,
Kilty, & Haymes, 2002).
It appears that many organizations and social services agencies are beginning
to acknowledge the distinction between race and ethnicity, and this acknowledgement
is reflected in the terminology being used.  For example, researchers who are
completing grant progress reports for the Department of Health and Human Services
must now indicate the ethnic and racial categories of Hispanic or Latino subjects
7separately.   In addition, for the first time in U.S. history, individuals of Latino origin
were given the opportunity to differentiate their racial status from their ethnic
background in the 2000 Census (U.S. Census Bureau, 2001).
Although the debate over the use of ethnic labels and terminology continues, it
seems that the term “Latino” has become the label of choice among social scientists,
as the general consensus is that it refers to a cultural and ethnic, rather than racial,
identification.  Thus, for the purposes of this study, the term “Latino” will be used in
place of “Hispanic” or “Hispanic American,” and will be used to refer to the ethnic
background only of an individual or group.  Furthermore, subgroups of Latinos will be
differentiated when possible by use of more specific terms such as “Puerto Rican,”
“Cuban,” or “Mexican American.”
However, it should be noted that the emerging trend to identify ethnic
subgroups within minority groups or among people of color may not be emphasized
within the Anglo-American or White population.  In reality, Caucasians also have an
“ethnicity” or cultural heritage specific to their family; in fact, in the early part of the
twentieth century, as large groups of Western and Eastern Europeans immigrated to
the U.S., it was common to refer to different White groups by their ethnicity (i.e. Irish,
Italian, German), and the Caucasian race in the U.S. was not necessarily viewed as a
homogeneous group.  However, as White immigrant groups assimilated to the
dominant American culture and began to gain financial and political power within
society, it became less common to delineate between ethnic Caucasian groups, and it
is often assumed that most Whites in America are members of this dominant Anglo-
American culture and society, and espouse views, beliefs, and values that coincide
8with it.  Certainly it could be argued that this is a step backward with regard to cultural
sensitivity, and that by categorizing all Whites together as if they were from a
homogenous society, we are neglecting the cultural variation within the White race in
the U.S. today.
Thus, if cultural sensitivity demands that we respect the heterogeneity of
Latinos by using appropriate terminology, should we not do the same when referring
to White participants in social science research? Unfortunately, this researcher could
find no answers to this question or discussion of this issue in the literature that could
help determine the use of appropriate terminology here.  As a result, this researcher
will conform to conventional practices of referring to Caucasians by racial status, but
will offer one possible explanation as to why this convention, which seems to
contradict current standards of cultural sensitivity in terminology, has become the
norm.
At present, individuals of White race are the racial majority in the U.S. (75%),
and although over 90% of Latinos identify themselves as White, 92% of Whites are
not Latino (U.S. Census Bureau, 2001).  In addition to representing the racial majority
in the U.S., non-minority Whites (those who are of White race and do not identify as
being of any other ethnic minority background) also possess the majority of wealth,
economic, and political power in America, and it can be argued that the “dominant
Anglo-American culture” is a reflection of the values and characteristics of this group.
Furthermore, Non-minority Whites have historically not been subject to the same
degree of discrimination, segregation, and marginalization from society as have people
of ethnic/racial minority backgrounds, further solidifying their role as the single most
9powerful or influential racial/ethnic group in America today.  Thus, throughout this
discussion, the terms “White,” “non-minority Whites,” and  “non-Latino White” will
be used to refer to individuals of Caucasian race who are not Latino, or members of
any other racial/ethnic group representing the cultural, financial, and political
“minority” in the U.S.
Health Care Utilization Patterns of Latinos
When discussing health care utilization patterns in the U.S., some members of
the health care community (such as insurance representatives and hospital
administrators in charge of crowded, understaffed emergency rooms) could argue that
increasing Americans’ use of expensive health care services is not necessarily a
desired outcome.  However, it is unlikely that anyone would argue that low utilization
rates among populations with an actual need for services are a preferable outcome.
Thus, before it can be concluded that Latinos underutilize health care services, it must
be established that Latinos have a need for health care services that is unmet.
Data from the Epidemiologic Catchment Area (ECA) Study suggest that the
prevalence of psychiatric disorders appears to be similar for different ethnic/racial
groups in America, with overall lifetime prevalence rates of 32% for Whites, 38% for
Blacks, and 33% for Latinos (Robins & Regier, 1991).  However, it is likely that
certain groups of Latinos may be at higher risk for the development of medical or
mental illness than others.  For example, data from the Hispanic Health and Nutrition
Examination Survey (HHANES)  found that Mexican Americans and Puerto Ricans
were more likely to have substance abuse problems than Cuban Americans (Amaro,
Whitaker, Coffman, & Heeran, 1990).  Ortega, Rosenheck, Alegria, and Desai (2000)
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examined data from the National Comorbidity Study and also found that the risk of
psychiatric illness varied among different Latino subgroups based upon levels of
acculturation.  However, in contrast to the ECA data (Robins & Regier, 1991),
Mexican Americans sampled in the National Comorbidity Study were less likely to
have a psychiatric disorder than non-Latino Whites (Ortega et al., 2000).
As is the case with adults, prevalence estimates of childhood mental illness
appear to be similar across cultures.  Estimates of the prevalence of childhood and
adolescent psychiatric disorders suggest that 18% of children and 22% of adolescents
suffer from a psychiatric disorder (Newman, Moffitt, Caspi, & Magdol, 1996; Doll,
1996).  For example, the prevalence of ADHD among school-age children ranges from
3% to 5% within the general population, regardless of race/ethnicity (Cantwell, 1996).
However, individuals with lower educational attainment and low
socioeconomic status (SES) were found to be at greater risk for the development of a
psychiatric disorder than are those with higher educational attainment and SES
(Duclos et al., 1998; Robins & Regier, 1991).  This finding may have particular
significance within the Latino community, as more Latino children and families are
living in poverty than all other groups, with the exception of African Americans  (U.S.
Census Bureau, 2003).  In fact, in 2002, 21.8% of Latinos are living below the poverty
threshold, compared to 8% of non-Latino Whites, 10% of Asian Americans, and
23.9% of African Americans (U.S. Census Bureau, 2003).
U.S. Census data also show that Latinos are more likely to be unemployed and
earn less money for year-round, full-time work than do non-Latinos Whites (U.S.
Census Bureau, 2003).  In addition, 2000 Census data suggest that Latino children are
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more likely to live in poverty than non-Latino White children, and only slightly less
likely to be poor than African American children (U.S. Census, 2003).  In fact, Flores,
Bauchner, Feinstein, and Nguyen (1999) found that Native American, Latino, and
African American children are the least healthy children in the US, are more likely to
live below the poverty level, and have fewer doctor visits than non-Latino White
children (Flores et al., 1999).  Thus, Latino children may actually be at a higher risk
for the development of behavioral, emotional, and psychological problems than was
previously estimated.
More importantly, although the data suggest that Latinos have a similar or
perhaps greater risk and prevalence of mental illness than non-Latinos, they have been
shown to have a lower rate of health service utilization than White Americans (Solis et
al., 1990).  In fact, research suggests that minority populations in general tend to
underutilize both primary care and mental health care services when compared to
Whites (Brinson & Kotler, 1995; Ruiz, Venegas-Samuels, & Alarcon, 1995; Wallen,
1992).
The results of several studies addressing the mental health care utilization
patterns of Latinos support the finding that there is a trend of underutilization by this
ethnic minority group (Rodriguez, 1987; Sue, Fujino, Hu, & Takeuchi, 1991).  In a
study of Asian American, African American, Mexican American, and White clients
using outpatient services in a mental health system in Los Angeles County, it was
found that Asian Americans and Mexican Americans underutilized outpatient services,
whereas African Americans overutilized services (Sue et al., 1991).  In addition, when
examining patterns of mental health care utilization, Rodriguez (1987) compared rates
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of help seeking among Whites, Blacks, and Latinos in the South Bronx, and found that
Latinos did not utilize inpatient and/or outpatient mental health services, private
therapy, or other mental health services as often as did Whites or African Americans.
Studies addressing the issue of health care utilization rates specifically among
the Mexican American population have shown that Mexican Americans not only have
a lower rate of health service utilization than non-Latino Whites and Blacks, but lower
than other Latino groups as well (Griffith, 1983; Estrada, Treviño, & Ray, 1990).  For
example, Burnette and Mui (1999) found that elderly Cuban Americans and Puerto
Ricans were more likely to visit a physician than were Mexican Americans.  Wells,
Hough, Golding, Burnam, & Karno (1987) also found that, when compared to non-
Latino Whites, Mexican Americans underutilize mental health services in general, and
less acculturated Mexican Americans are more likely to seek mental health care from a
general medical provider than from a mental health professional.
The study by Wells et al. (1987) suggests that not only do Latino and non-
Latino groups differ in relation to their rates of health care utilization, but also in
relation to the sources from which they typically seek care.  Half as many Latinos as
non-Latino Whites report having a regular source of health care, and Latinos are more
likely than non-Latino Whites to enter the health care system through the emergency
room (Council on Scientific Affairs, 1991; Solis et al., 1990; Treviño et al.,1991).
In addition, Rew, Resnick, and Beuhring (1999) studied patterns of utilization
and sources of health care (including both medical and mental health care) among
Latino adolescents, and found that Latino adolescents usually seek care from
community clinics (Rew et al., 1999).  However, contrary to the findings of Solis et al.
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(1990), results from this study indicated that Latino adolescents were also likely to
seek care at private physicians’ offices (Rew et al., 1999).  Furthermore,
approximately 5% of the participants reported no usual sources of care, suggesting that
many Latino youths do not even have regular primary care physicians and are not
receiving any regular or preventive general and mental health care services (Rew et
al., 1999).
This conclusion is further supported by results obtained by Barker and
Adelman (1994).  In a study of the usual sources of care among 471 non-White
adolescents from lower socioeconomic backgrounds, the researchers found that
minority adolescents most frequently reported using school-based services and
medical personnel for mental health services (Barker & Adelman,1994).  Barker and
Adelman’s (1994) study suggests that when Latino adolescents are in need of mental
health services, they are not initially coming into contact with mental health
professionals, a factor which may later have an impact on the quality and type of
treatment they receive.  Hough et al.  (2002) also found that Latino adolescents with
psychiatric disorders had fewer mental health visits than non-Latino White adolescents
with psychiatric disorders.
One study by McMiller and Weisz (1996) indicates that the ethnic/racial
differences in typical sources of mental health care services also appear within a
pediatric population. The researchers “assessed the impact of ethnicity and income,
child gender and age, and parent perceptions of child problem severity and likely
treatment benefit, on preclinic help-seeking” among 192 families of children admitted
to a mental health clinic, and found that African American and Latino families were
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less likely to seek help from agencies and professionals, and more likely to seek help
from family and community sources, than were White families (McMiller & Weisz,
1996, p. 1086).  McMiller and Weisz’ (1996) study is particularly useful because it is
one of few studies addressing the utilization patterns of Latino families when seeking
services for their children, and it begins to call attention to the role parental
ethnic/racial status may play in the process by which children are able to access
mental health care services.
Overall, the trend towards underutilization of health care services that has been
established within the adult population has also been found among minority children
and adolescents.  There is evidence to suggest that African American and Latino
children with special health care needs are more likely to be uninsured, not to receive
needed medical services, and not to have a regular source of health care than White
children with similar needs (Newacheck, Hung, & Wright, 2002).  African American
and Latino foster children and adolescents are also significantly less likely to receive
needed mental health services than White foster children and youth (Garland et al.,
2000).
Furthermore, research indicates that low-income and minority children are less
likely to receive mental health care when needed than White children (Kataoka,
Zhang, & Wells, 2002).  For example, Kataoka et al. (2002) reanalyzed data collected
between 1996 and 1998 in three national surveys to determine rates of unmet need for
mental health services (i.e. when a child needs mental health services but does not
receive any care) among children and adolescents between the ages of 3 an 17.  The
authors found that rates of unmet need ranged from 82% to 88% for Latino children,
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compared to 76.5% to 80% for Black children, and 72% to 76.1% of White children
(Kataoka et al., 2002).  They also found that uninsured children had significantly
greater odds (odds ratio=1.00) of not receiving mental health services than children
with public insurance (odds ratio=0.39) (Kataoka et al., 2002).
With regard to specific mental health problems, research shows that minority
children and children of low socioeconomic background with ADHD are less likely to
receive treatment for ADHD than White children or children from higher SES
(Bussing, Zima, Perwein, Belin, & Widawski, 1998).  Bussing, Zima, et al. (1998)
found that 39% of minority children with ADHD surveyed were currently receiving
treatment at the time of the study, whereas, 57% of White children were receiving
treatment for their ADHD related problems.  Bussing, Zima, et al. (1998) also found
differences in rates of help-seeking among low-income and higher-income children,
although they did not report if or how SES interacted with minority status with regard
to help-seeking.  Results revealed that 30% of children with symptoms of ADHD from
low-income families sought care from a primary care provider for behavioral or
emotional problems, whereas, 47% of children with symptoms of ADHD from high
SES sought care from a primary care provider for their behavioral or emotional
problems (Bussing, Zima, et al., 1998).
In addition, research shows that minority children with ADHD are less likely
to participate in medication treatment than non-minority White children (Rowland et
al., 2002; Safer & Malever, 2000).  For example, Rowland et al. (2002) surveyed the
parents of 6099 children in one county in North Carolina, and found that
approximately 10% of the children had a previous diagnosis of ADHD.  Of those
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children with a previous ADHD diagnosis, 71% were utilizing medication treatment
for ADHD (Rowland et al., 2002).  However, results of the study also revealed that
Latino children with an ADHD diagnosis were the least likely to be engaged in
medication treatment (53%) when compared to African American (56%) and White
children (76%) with a previous diagnosis of ADHD (Rowland et al., 2002).  Safer and
Malever (2000) also conducted a large, statewide prevalence study of medication use
among students with ADHD in Maryland public schools, and found that White
children were two to three times more likely than Latino children to utilize
methylphenidate (Ritalin) treatment for ADHD, and were two to five times more
likely to use methylphenidate treatment than Black children, depending on grade level.
As patterns of underutilization of health services by various groups begin to
emerge as a result of epidemiological study and research, the implications of
underutilization with regard to national public health issues are becoming more
apparent to the health care community.  With the release of the publication, Mental
Health: A Report of the Surgeon General, in 1999, the U.S. Surgeon General drew
attention to an often neglected and stigmatized sector of public health, mental health
and illness, and highlighted the public health dilemma it poses in the U.S. today.  The
report discussed service utilization patterns related to mental health care in the U.S.
and underscored the need for improved access to such services (U.S. Dept. of Health
and Human Services, 1999).  The Dept. of Health and Human Services then released a
supplement to the report entitled, Mental Health: Culture, Race, and Ethnicity (2001)
which focused specifically on the mental health needs of diverse populations within
America, including the trend of underutilization of mental health services by
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vulnerable populations.  With regard to Latinos in particular, the Surgeon General’s
report provides a thorough review not only of the nature and prevalence of mental
health and illness among Latinos, but also of the ways in which culture-specific values
and practices influence their health care utilization practices (U.S. Dept. of Health and
Human Services, 2001).  Furthermore, the Surgeon General’s reports emphasize the
need for health care providers to conduct research related to the interrelationships
between culture, health, and illness among Latinos and other minority groups in effort
to develop theoretical and practical models of health and health care utilization among
these at-risk populations.
Models of Health Care Utilization
Thus, as health care providers learn more about the health disparities
experienced by Latinos in the U.S., those in the health care community are beginning
to pay attention to factors affecting the health and help-seeking practices of this
underserved population (Flores et al., 2002). Several researchers have attempted to
apply health promotion models to the analysis of help-seeking practices of Latinos in
order to explain these ethnic/racial differences in health care utilization.  For example,
Andersen (1995) developed a multivariate behavioral model consisting of four major
components: perceived need, predisposing characteristics, enabling resources, and use
of services.  According to Andersen (1995), the degree to which an individual makes
use of various health care services is dependent upon whether or not they believe they
are in need of services, whether their own personal, cultural, and family history
encourage or discourage them from seeking help, and whether or not they have
sufficient tangible and intangible resources to access the needed health care services.
18
Because it takes into account issues related to both cultural characteristics and access
to care, Andersen’s model can be very useful when examining help-seeking behaviors
among minority populations.  In fact, it has been used in several studies addressing the
particular patterns of health care utilization of Latinos (e.g., Estrada et al., 1990; Rew
et al., 1999).
Amaro, Messinger, and Cervantes (1996) also proposed a model of health care
utilization.  In their analysis of challenges for disease prevention among Latino youth,
Amaro et al. (1996) cited five sociocultural factors that are essential to the
understanding of both health status and health care utilization among the Latino
population: poverty, cultural beliefs, immigration and cultural adaptation, structural
barriers to healthy development and health care access, and the heterogeneity of the
Latino population.  According to the authors, these are the factors that influence how,
when, where, and if Latinos utilize health care services (Amaro et al., 1996).  Like
Andersen (1995), Amaro et al. have incorporated several culturally-based variables
and factors related to access to care into their model in order to address specific
characteristics of the Latino population.
Reasons for Underutilization: Barriers to Care
Common to many of the models used to explain the variation in use of health
care services by different populations within the U.S. is the notion that minority
populations encounter significant barriers to care that ultimately affect patterns of
utilization in a negative way.  Many factors influence help-seeking and health care
utilization, and not all of these factors are necessarily “barriers” to care.  However, this
term is applicable whenever a factor related to health care utilization reduces help-
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seeking or health care utilization when there is an actual need for services, either by
discouraging use of services or by preventing or hindering access to care.  Some
evidence for this relationship can be found in the results of the Hispanic Health and
Nutrition Examination Survey (HHANES), in which it was found that 23% of the
Latino population surveyed reported encountering at least one barrier when attempting
to obtain services (Estrada et al., 1990).  Furthermore, 73% of those subjects reported
that the barriers were serious and intimidating enough to prevent them from obtaining
the needed services at all (Estrada et al., 1990).
Kazdin and Wassell (1999) found that some barriers to care related to
treatment demands (e.g. cost, time), competing stressors, perceived irrelevance of
treatment, and/or poor rapport with the therapist can predict both treatment drop-out
rates and levels of therapeutic change among African-American, Latino, and non-
Latino White children and families referred for outpatient therapy for antisocial
behavior.  In addition, it has been shown that barriers to care such as work, time
conflicts, transportation problems, and child care needs can reduce active participation
of Latino, African-American, and Anglo American parents in their children’s special
education and school-based intervention programs (Lynch & Stein, 1987).
Furthermore, it has been suggested that families in which there is a lack of social and
financial enabling resources may be unable to benefit from behavioral strategies
involving parent training (Dumas & Albin, 1986).  Thus, there is evidence to support
the notion that barriers to care are at least partially responsible for the lower utilization
rates of Latinos.
20
Most research regarding barriers that curtail access to health care focuses on
the economic or financial constraints faced by populations that have a history of
underutilization. The most significant financial barrier to care is lack of health
insurance, followed by the inability to afford additional costs associated with
treatment use (e.g. deductibles, transportation).  Because Latinos are well represented
in the nation’s poorest communities and lowest socioeconomic levels (in 2002, the
average per capita income of Latino individuals was $13, 487, compared to $15, 441
for African Americans, and $26,128 for non-Latino Whites), they are very likely to
experience the financial barriers to care that accompany poverty (U.S. Census Bureau,
2003).
However, Woodward et al. (1992) point out that there are other cultural or
nonfinancial barriers that also decrease health care utilization by minorities,
particularly Latinos, such as “communication problems resulting from the difficulty in
comprehending English....; a cultural heritage which makes use of different methods
of treatment; lack of transportation to health care services located outside their
community; and a lack of provider sensitivity manifested by systemic prejudices in
treatment” (p. 225).  In fact, the spectrum of potential “cultural barriers” to care is
broad because any factor that is unique to a cultural subgroup, or differs based on
cultural/ethnic status, can potentially become a barrier to care when it hinders help-
seeking practices or ability to access needed health care services.
Thus, there are many factors, both financial and nonfinancial, that affect access
to care which may contribute to the underutilization of health care services by Latinos.
First, the research regarding financial barriers to care will be reviewed.  Second, a list
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of potential cultural barriers to care will be generated and the relevant literature in this
area will be discussed.
Financial Barriers to Care
Health Insurance
Lack of health insurance and low income have made health care services
relatively inaccessible for many Latinos, who are two to three times more likely to be
uninsured than non-Latinos (Woodward et al.,1992).  Current estimates indicate that
approximately 37% of Mexican Americans, 16% of Puerto Ricans, and 20% of Cuban
Americans do not have health insurance (Ruiz et al., 1995).  Furthermore, children and
adolescents are currently one of the largest groups of uninsured citizens in the United
States.  11.6% of all children do have health insurance (U.S. Census Bureau, 2003),
with Latino and African American children and adolescents accounting for the largest
portion of all uninsured youth (Kaplan & Friedman, 1997; U.S. Census Bureau, 2003).
According to Woodward et al. (1992), Latinos face many of the same obstacles
to health insurance coverage that the rest of the uninsured population in America
faces, such as “unemployment or employment in occupations and industries with little
employer-sponsored health insurance, and no guarantee of Medicaid or other forms of
public health care” (p. 227).  In addition, the authors point out that many Latinos live
in states with stringent Medicaid eligibility criteria that exclude them from coverage,
such as residency/citizenship status, minimum/maximum income levels, or availability
of private or employer-provided health insurance (Woodward et al., 1992).
However, even when Latino families and children may have access to health
insurance through federally subsidized programs, research has shown that many of
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these children remain without coverage and have low rates of health care utilization
(Manos, Leyden, Resendez, Klein, Wilson, & Bauer, 2001).  Manos et al (2001)
assessed a variety of factors related to health care access and children’s medical
insurance among a sample of 252 Latina mothers in California in an attempt to
understand why many low-income Latino children are uninsured, in spite of being
eligible for subsidized health insurance.  They found that 28% of eligible children
were actually not enrolled in subsidized insurance programs, and non-enrolled
children were less likely to have visited a doctor in the previous year or to have a
regular source of health care than enrolled children (Manos et al, 2001).  Results also
indicated that 22.2% of non-enrolled children were born outside the U.S., compared to
only 4.8% of enrolled children (Manos et al, 2001).  Thus, it is not surprising that
mothers of non-enrolled children were more likely to cite problems providing required
legal documentation as a barrier to obtaining insurance for their children (Manos et al.,
2001).  In fact, in general mothers of non-enrolled children in Manos et al.’s (2001)
study were more likely to report having experienced barriers or difficulties during the
insurance enrollment process than mothers of enrolled children, such as confusing
paperwork and/or difficulty understanding forms, even when presented in Spanish.
The findings of Manos et al. (2001) call attention to the unique barrier faced by many
Latino families with illegal immigration status who may be reluctant to access public
health care benefits for their children because of a fear of interacting with government
agencies.
In fact, when the data regarding insured versus uninsured Latinos are analyzed
further, they reveal that Mexican Americans have less health coverage than both
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Puerto Ricans, who are more likely to have Medicaid coverage (due to legal
citizenship), and Cuban Americans, who have a higher rate of private health insurance
(Woodward et al., 1992).  This is an important finding when one considers that
Latinos in the U.S. are often viewed or categorized as if they were members of a
homogeneous group (as evidenced by the frequent use of the terms “Latino” or
“Hispanic” instead of “Puerto Rican,” “Cuban,” “Mexican American,” etc.), when in
reality, the barriers and access to care of Latino families in America may differ based
upon their ethnic and immigration status.
However, even when Latinos do possess health insurance, their benefits differ
from those of non-Latinos.  Only 49.6% of Latinos with third-party health insurance
have mental health benefits, compared to 74.1% of Whites and 53.0% of Blacks
(Woodward et al., 1992).  Furthermore, it has been found that families with high
insurance co-payments were hospitalized one third less often and made 50% fewer
visits to physicians than families with free medical care (Ruiz et al., 1995).  Thus, poor
Latino families with health insurance may still be at risk for underutilizing services as
a result of an inability to afford deductibles and the additional costs associated with
health care.
In general, low-income Latinos are routinely confronted with financial
problems that impede their ability to access health care services. In many ways, the
results of the aforementioned studies have been extremely important to the
psychological literature because they have spurred researchers to focus efforts meant
to increase access to care on reducing or eliminating these financial barriers to care.
However, it could be argued that this concentration on socioeconomic variables and
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financial barriers to care has caused researchers to overlook or diminish the
importance of other cultural and/or social variables which may also impact health care
use within the Latino community.  In fact, it has been found that the ethnic/racial
differences in utilization rates and access to care existing between Latinos and Whites
cannot be completely accounted for by low rates of insurance and high financial costs
(Hayward, Shapiro, Freeman, & Corey, 1988).  Yet, little is known about the impact
of cultural barriers to care on the help-seeking behaviors of Latinos.
Cultural Barriers to Care
Cultural Competence
Due to the relative lack of attention to cultural barriers to care in the literature,
it is difficult to create an exhaustive or comprehensive list of all the potential cultural
factors affecting health care utilization by cultural subgroups.  Furthermore, it is
challenging to provide a detailed review of cultural barriers to care that are specific to
the Latino population, as the dearth of related research severely limits the depth and
scope of current theory and knowledge in this area.  As a result, for the purposes of
this discussion, studies related to minority children in general are reviewed when
necessary in order to illustrate the various topics and themes.
Further complicating this task is the fact that cultural barriers to care can be
direct or indirect, and can be variables which are both provider-based (related to those
factors under the control of health care providers and institutions such as linguistic and
ethnic match) and client-based (related to unique cultural characteristics that affect
Latinos’ help-seeking practices such as health beliefs).  For some individuals,
provider-based factors may be more salient or prohibitive (e.g. monolingual Spanish-
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speakers), whereas, for others, client-based variables may be the crucial factors that
prevent health care use.
For this reason, when addressing cultural barriers to care, it is useful to analyze
them within the framework of cultural competence.  According to Castro, Cota, and
Vega (1999), “cultural competence refers to the capacity of health professionals or of
health service delivery systems to understand and plan for the health needs of a
specific cultural subgroup”  (p. 141).  This ability “to understand and plan for” the
needs of a patient within the context of his/her culture is at the core of the issue of
cultural competence.  In order to truly provide culturally sensitive and competent care,
it is not enough to just “understand” the client’s culture and how it relates to help-
seeking; rather, the onus is on the providers to then incorporate this awareness into
their systems of service delivery and outreach within underserved, culturally diverse
communities.
For example, the dearth of available bilingual and/or bicultural providers is a
system-based or provider-based shortfall that can be considered a direct barrier to care
because minority individuals may not be able to access care in their own language.
Thus, health care providers may attempt to reduce direct barriers to care by providing
services in the native language or training bicultural providers.  Yet, there may still be
certain psychosocial variables, predisposing characteristics, and cultural values unique
to different ethnic or cultural groups that influence help-seeking which may become
indirect barriers to care when health care providers fail to incorporate them into case
conceptualization, program or treatment development, and service delivery.  Further
still, even when providers reduce system-related direct barriers and attempt to practice
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in a culturally-sensitive manner by learning about the client’s culture or values, some
clients may not seek out services.  In that case, although it may appear that providers
have done all possible to promote appropriate health care use, we still may be missing
the mark, so to speak, as there are remaining reasons why individuals in need of
services are not accessing them when available.
McNeil and Kennedy (1997) suggest that the recent importance placed on
cultural diversity and cultural competence within the mental health field has caused
many clinicians to forgo the traditional emphasis placed on intrapsychic variables in
favor of a greater appreciation of environmental, economic, and social influences on
the mental health and behavior of minority individuals.  For example, Constantino,
Malgady, and Rogler (1986) found that the use of “cuento” (folktale) therapy, which
attempts to use culturally relevant folktales as a method of engaging clients and
explaining therapeutic concepts, was a useful addition to mental health therapy when
working with Puerto Rican children.  Constantino et al.’s (1986) incorporation of
cultural heritage into traditional treatment practices exemplifies the importance of
cultural competence when developing appropriate and culturally relevant treatments
for ethnic/racial minority groups.
This shift in focus has also had implications for psychological research related
to health care utilization and minorities, as researchers are now beginning to
emphasize the importance of cultural competence in the delivery of health care
services and to address the consequences that a lack of cultural competence can have
on the help-seeking practices of Latinos and other minority groups (Berrios, 2003;
Ruiz et al., 1995).
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Thus, for the purpose of this discussion, for all cultural variables (which are
not in and of themselves barriers to care) in which Latinos and non-Latinos have been
shown to differ, a certain degree of cultural incompetence will be assumed, as they are
factors which for one reason or another, inhibit help-seeking and have not been
adequately managed or addressed by the health care system.  The following potential
barriers to care and their cultural relevance to minority health care utilization will be
addressed:  (1) language and the lack of minority and bilingual health care providers,
(2) cultural congruity (ethnic, racial, and/or lingual match between client and
provider), (3) provider support, (4) health status and perceived need, (5) acculturation,
(6) treatment acceptability, (7) causal attributions and health beliefs, (8) health locus
of control, and (9) self-efficacy.  Finally, the potential importance of the psychosocial
variables related to perceived or personal control over health-related behaviors and
outcomes in the help-seeking process will be discussed.
Scarcity of Minority or Bilingual Professionals
 An article printed in the November 2000 issue of the APA’s Monitor on
Psychology summarized the results of a recent study reporting the number of
psychology doctoral degrees awarded in 1996.  Out of 3,763 doctoral degrees received
in the U.S. in various fields of psychology, only 183 (4.8%) were awarded to Latino
students (Rabasca, 2000).  By far one of the most substantial obstacles health care
providers face in the effort to increase cultural competency within the profession is the
lack of minority or bicultural and/or bilingual general and mental health professionals
from whom they can learn.  Thus, low numbers of minorities in health professions can
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have a negative impact on providers’ abilities to administer health services to
minorities.
Furthermore, although many minority health care providers are choosing to
focus their practice and research on ethnic/racial minority populations, the discrepancy
between the proportion of providers and patients of minority background is great,
placing more strain on this sector of the health care community.  For example,
research has shown that African American and Latino physicians practice in areas
with significantly higher percentages of African American and Latino patients
(respectively) than non-Latino White physicians, have significantly higher caseloads,
and treat more patients who are uninsured or covered by Medicaid (Komaromy et al.,
1996).
Not surprisingly, it has been shown that the scarcity of minority and/or
bilingual mental health professionals is related to low utilization rates of mental health
services by minority individuals (Ruiz et al., 1995).  Likewise, communication
problems associated with language proficiency, the common practices of language
switching/mixing, and culturally-specific expressions (related to symptomatology)
have been shown to play a role in health treatment and use (Altarriba & Santiago-
Rivera, 1994; Curtis, 1990).  In fact, Flores, Abreu, Olivar, and Kastner (1998)
surveyed the parents of 203 Latino children receiving services at an urban clinic and
asked them to cite the greatest barrier to accessing health care services for their
children.  Language problems were cited as the most significant barrier to care by 26%
of parents, with 8% of parents stating that lack of bilingual medical staff had led to
poor medical care for their children (Flores et al., 1998).  Given that it is estimated that
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31% of Spanish-speaking Latinos in the U.S. have limited English language
proficiency (U.S. Census Bureau, 2002), it is likely that the lack of bilingual and/or
bicultural mental health professionals is a significant hindrance to those Latinos in
need of services.
Coard and Holden (1998) cite the scarcity of minority physicians with
behavioral training as a significant barrier to the detection and management of
behavioral and emotional problems among minority patients in a pediatric primary
care setting.  This point may have even greater meaning when one considers the
finding that when Latinos require help for mental health problems, they are most
likely to come into contact with primary care physicians and/or emergency room
personnel (McMiller and Weisz, 1996; Solis et al., 1990; Well et al., 1987).
Cultural Congruity
Having few Latino professionals available to provide health services reduces
access to care in one other important way because it often results in a lack of cultural
congruity or match between therapist and client, and may even result in misdiagnosis
of psychiatric problems among Latinos and other minority individuals (Minsky, Vega,
Miskimen, Gara, & Escobar, 2003).  According to Woodward et al. (1992), cultural
congruity between the health care provider and minority clients may actually increase
utilization and effectiveness of treatment.  Sue et al. (1991) found that therapist-client
matches in ethnicity and language were related to length of treatment for both minority
and nonminority clients (meaning that clients remained in treatment when needed and
dropped out prematurely less frequently), and were therefore beneficial to clients.
O’Sullivan and Lasso (1992) also found that Latino patients had a lower dropout rate
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and stayed in treatment longer when being treated at a Latino-affiliated community
mental health center or when being treated by Latino staff.
In another study, Atkinson, Jennings, & Liongson (1990) found that when
African American, Native American, Latino, Filipino-American, and multi-ethnic
college students were asked to provide reasons for not utilizing counseling services,
ethnic-identified minority students reported that the perceived unavailability of
culturally similar counselors was a more important deterrent to help-seeking than it
was for bicultural or mainstream-identified minority students.  It has also been
suggested that cultural incongruity may reduce the likelihood that people of color will
reveal information regarding attitudes, illness, and symptomatology that may not be
well-accepted by dominant Anglo American culture (e.g. superstition, faith in folk
healing) to non-minority providers because they fear White providers will be
unaccepting or will ridicule their beliefs (Landrine and Klonoff, 1994).
Provider Support
Planos and Glenwick (1986) identify a lack of provider support as a potential
reason for minority individuals’ non-use of services even when they are available. The
authors found that when the parents of low-income, urban, minority children
scheduled for treatment at a community mental health center were contacted by
telephone one day prior to the first scheduled treatment session, by letter one to two
days prior to the session, or were not contacted at all, those parents receiving the
phone prompt had a higher rate of attendance than did other parents (Planos &
Glenwick, 1986).
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In addition, Snowden and Hu (1996) suggested that the health care community
itself may promote or encourage various groups to seek help from different agencies
or to seek out different types of services (Snowden & Hu, 1996).  They found that
minority-serving mental health programs appear to promote outpatient care as opposed
to case management among non-White populations (Snowden & Hu, 1996).  The
authors cited several possible reasons that may influence the type of care received by
minority clients in a large mental health system, including staff training, operating
style, program atmosphere, and administrative policy (Snowden & Hu, 1996).
Health Status and Perceived Need
As was previously discussed, most evidence suggests that the prevalence of
psychiatric illness among the Latino population is equivalent to that of the non-Latino
White population.  Thus, it is likely that the actual need for services among Latinos is
also equivalent to that of non-Latino Whites, so they should therefore have similar
rates of utilization, all else being equal.  However, differences in perceived health
status and, in turn, perceived need for health care services may differ across ethnic
groups.
Studies have, in fact, shown that Latinos and non-Latino Whites differ in their
concepts of health status, and that Latinos are more likely to report poor health than
non-Latino Whites (Ren and Amick, 1996; Shetterly, Baxter, Mason, and Hamman,
1996; Zuckerman, Guerra, Drossman, Foland, & Gregory, 1996).  Arcia (1998)
showed that this trend also exists when the report of a child’s health status is given by
his/her parents.  Arcia (1998) examined Mexican American and Puerto Rican parent’s
perceptions of their children’s health status, and found that ratings of poor health by
32
parents from these two ethnic groups were higher than those from parents of children
within the general population.
However, the Latino concept of health may not conform to the dichotomous
description of “healthy” versus “sick,” creating a more complex relationship between
their perceptions of health status and need for services and health care utilization.  For
example, Ailinger and Causey (1995) suggest that Latinos may in fact have a different
construct of “good health” than non-Latinos. When older Latino immigrants were
asked to define “health” and the characteristics or contributory factors of “good
health,” their responses indicated a view of health that was complex and holistic in
nature (Ailinger & Causey, 1995).  In addition to aspects such as physical, mental, and
emotional well-being, independence, and practicing self-care, the Latino immigrants
included spiritual well-being and a strong orientation toward family in their overall
concept of health (Ailinger & Causey, 1995).  The authors of this study suggest that
spiritual well-being and orientation toward family may not be significant factors in
mainstream America’s notions of “good health” and, therefore, their importance to the
health concepts of Latino immigrants may be underestimated and overlooked by the
health care system (Ailinger & Causey, 1995).
Thus, in order to adequately address the role of perceived health status and
need for health care services among diverse populations, research must account for
cultural differences that influence such perceptions.  However, even when differences
in perceived need for services between ethnic groups are taken into account, there is
evidence that minority individuals underutilize services (Wells, Klap, Koike, &
Sherbourne, 2001).  Wells et al. (2001) examined the use of mental health care
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services among African Americans, Latinos, and non-Latino Whites, and found that
among those individuals who had a perceived or reported need for services, African
Americans were more likely to have no access to mental health care, Latinos were
more likely to have less care than needed, and non-Latino Whites were more likely
than either group to receive mental health treatment.
Acculturation
As health care providers focus more attention on the cultural variables that
may influence health care utilization by Latinos and other ethnic minority groups, they
are discovering that the role acculturation plays in the help-seeking process is both
important and complex.  Current research suggests that acculturation may actually
have a two-pronged effect on utilization by immigrant populations, influencing both
their health status or predisposing need for services, as well as their help-seeking
practices  (Andersen, Lewis, Giachello, Aday, & Chiu, 1981; Curtis, 1990; Karno &
Edgerton, 1969; Ortega et al., 2000).
According to Wells, Golding, Hough, Burnam, and Karno (1989),
acculturation “refers to the psychosocial adaptation of persons from their culture of
origin to a new or host cultural environment”  (p. 238).  Curtis (1990) provides a more
concise definition, stating that acculturation is the “adoption of cultural traits”
(p.148).  Whereas many would assume that acculturation is achieved simply by living
within the new environment and adopting the native language, both Wells et al. (1989)
and Curtis (1990) emphasize that true acculturation means embracing new cultural
traits, adapting to cultural traditions, and possessing a degree of knowledge and faith
in the new culture’s attitudes and belief system.
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Although some may assume that the more one’s belief system matches that of
the dominant culture or society in which they live, the more well-adjusted the
individual will be, this may not be the case for many Latino immigrant families.  In
fact, some research has shown that Latinos who are more acculturated to Anglo
American culture actually are more likely to have a substance use disorder or other
psychiatric disorder than those who are less acculturated (Ortega et al., 2000).  Turner
and Gil (2002) also found that Latino youths ages 19-21 who were foreign-born had
lower rates of substance use disorders than U.S.-born Latinos, although acculturation
levels were not specifically assessed among respondents.
However, the process by which acculturation affects mental health is still
under investigation.  Escobar (1998) theorizes that the emphasis placed on family
networks and social support by traditional Latino cultures may have a protective effect
with regard to mental health when Latino families are coping with the stressors most
commonly associated with immigration (e.g. language barriers, social isolation,
economic disadvantage)  Yet, as these Latino families adopt the traits of Anglo
American culture, there is a breakdown of the traditional values that were integral to
the Latino cultural identity such as the family network, thereby removing the
“buffering” effects of the native culture and negatively impacting their mental health
(Escobar, 1998; Escobar, Randolph, Puente, Spiwak, Asamen, Hill, & Hough, 1983).
If Latinos who are less acculturated have a lower risk and incidence of mental
illness, then logic would say that their need and use of health care services are less
than that of individuals who are more acculturated.  Thus, it would not be surprising
that Wells et al. (1989) found that Mexican Americans who were less acculturated had
35
a lower probability of seeking mental health services than those with higher levels of
acculturation.  However, it is possible that acculturation plays a role in the reported
health status of Latinos, and that less-acculturated Latinos simply do not report the
same levels of illness as other Latinos due to differences in health beliefs, attitudes
towards Anglo American providers, or communication difficulties.  Thus, the
interaction between acculturation levels and self-reported illness or health status by
Latinos needs further exploration.
With this in mind, Curtis (1990) suggests that acculturation can affect health
care use through its effect on Latinos’ attitudes towards speaking English and Spanish,
or belief in folk healers.  For example, Curtis (1990) discusses the concept of
personalismo (personalism) and its effect on Latinos’ attitudes toward service
delivery.  Personalismo refers to the value that Latinos’ place on maintaining an
informal, yet, respectful relationship with authority figures that fosters a sense of
respect, personal regard, and obligation.  Many Latinos wish to maintain a sense of
personalismo in doctor-patient relationships and retain this cultural value as they
become acculturated (Curtis, 1990).  However, since personalismo is not a common
goal or value of Anglo American culture, many providers may not recognize its
importance in the therapeutic relationship, resulting in negative attitudes toward
treatment on the part of Latino clients (Curtis, 1990).
Furthermore, differences in rates of health care utilization among Latinos may
be due to problems accessing health care services, but this relationship varies by level
of acculturation.  For example, Wells et al. (1989) found that having Medicaid
coverage increased the probability of an inpatient medical admission more for those
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with a higher level of acculturation than for those with low levels of acculturation
(Wells et al., 1989).  Again, this finding may be attributable to lower levels of
psychiatric illness and need among those Latinos with low levels of acculturation, or,
it may be that less-acculturated individuals have more difficulty navigating the
complex health care system, and may explain why merely having health insurance
does not necessarily mean that Latinos who need services will know how to access
their benefits or make use of such services.
Treatment Acceptability
An often overlooked barrier to care relates to the social validity or treatment
acceptability of health services and its influence on treatment use.  Treatment
acceptability refers to the patient or client’s evaluation of treatment procedures, and
there is some evidence to suggest that treatment acceptability is related to both
treatment adherence and therapeutic change (Calvert & McMahon, 1987; Kazdin,
1980; Kazdin, 1981; Kazdin, 1984; Kazdin, French, & Sherick, 1981).  Because
treatment acceptability can be influenced by many interpersonal and psychosocial
factors, it can be a cultural barrier to care, and becomes a barrier when the available
resources or treatment procedures are deemed so unacceptable or irrelevant by the
consumer that they become reluctant to utilize the available services.
This researcher was unable to find any studies related to treatment
acceptability and Latinos.  However, recent attention has been paid to parents’
treatment acceptability of interventions for childhood behavior disorders, and there is
some evidence that parents’ treatment acceptability plays a role in treatment use
and/or treatment outcomes (Calvert & Johnston, 1990; Calvert & McMahon, 1987;
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Kazdin, 1980; Reimers, Wacker, & Cooper, 1991; Rostain, Power, & Atkins, 1993;
Wilson & Jennings, 1996).
For example, research shows that behavioral interventions for childhood
disorders are generally rated as more acceptable than pharmacological interventions,
and those procedures which are designed to decrease inappropriate behaviors in
children, such as medication and time out, are generally rated as less acceptable forms
of treatment than interventions intended to increase deficit or positive behaviors, such
as positive reinforcement (Calvert & McMahon, 1987; Kazdin, 1980; Kazdin 1981;
Kazdin et al., 1981; Liu, Robin, Brenner, & Eastman, 1991; Reimers et al., 1991;
Wilson & Jennings, 1996).  However, it is still unknown whether treatment
acceptability actually affects parents’ decisions regarding what type of treatment to
seek out for their child’s problems.  Furthermore, Latinos’ attitudes toward treatment
and acceptability of treatment alternatives are an area which is still unexplored.
Causal Attributions and Health Beliefs
 There is also research to suggest that the causal attributions minority
individuals routinely make regarding physical and mental illness play a role in health
care utilization (Bussing, Schoenberg, Rogers, Zima, & Angus, 1998; Landrine &
Klonoff, 1994; Smith, O’Connor, Valanis, Glasgow, & Whitlock, 2002).  For
example, Landrine and Klonoff (1994) found that minority individuals endorsed more
supernatural causes for illness (both physical and mental) than their White
counterparts.  It has also been shown that some Latinos hold magical beliefs in relation
to health and illness, and endorse spiritual practices or traditional folk healing as
acceptable methods of treatment (Falicov, 1999).  Hence, it is possible that Latinos
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with a high degree of religiosity or belief in the supernatural roots of illness will be
less likely to seek treatment from professional sources, and more likely to seek
treatment from community or religious leaders.
Congress and Lyons (1992) contend that Latinos’ health beliefs related to the
cause of illness actually promote a holistic approach to general and mental health care
that is not readily accepted or is even ridiculed by Anglo American culture or
medicine.  The authors cite Puerto Ricans’ belief in spiritualism as an example of this
disparity (Congress & Lyons, 1992).  Many Puerto Ricans and other Latinos believe
that physical and mental illness is caused either by God’s will or by evil done by
others, and that a folk-healer (curandero, santero) or spiritualist (espiritista) can
contribute to the healing of a medical or emotional condition by negotiating with the
spirit world (Congress & Lyons, 1992; Kittler & Sucher, 1998).  Therefore, they may
be likely to seek treatment from folk healers and medical professionals concurrently
(Congress & Lyons, 1992).  In fact, Weisman, Gomes, and Lopez (2003) interviewed
a small sample (N=24) of Spanish-speaking, fairly unacculturated Latino relatives of
individuals with schizophrenia, and found that 40% implicated God or supernatural
causes in their relatives’ illness and reported using prayer as a form of intervention
and/or coping mechanism for dealing with the illness.
Accompanying the belief that supernatural forces can cause illness is the
notion among many Latinos that “the world’s resources are limited and must remain in
balance” (p. 270, Kittler & Sucher, 1998).  In accordance with this belief, subgroups
of Latinos such as Mexican Americans and Puerto Ricans have developed a hot-cold
classification system of health that is used to explain and treat illness (Kittler &
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Sucher, 1998; Maduro, 1983).  Individuals who are sick are thought to be suffering
from an imbalance of hot or cold, and are often treated with hot or cold foods (Kittler
& Sucher, 1998).  For example, pregnancy is considered to be a hot condition, and
Latina women who are pregnant are encouraged to avoid hot food (Kittler & Sucher,
1998).  A cough, thought to be a cold condition, is treated with hot foods (Kittler &
Sucher, 1998).  In fact, it is believed that an excess of hot or cold foods can cause a
health condition to worsen (Kittler & Sucher, 1998).  For example, eating too many
cold foods can make one’s cough develop into a chronic illness such as asthma (Kittler
& Sucher, 1998).
Thus, Latinos may be more likely to use herbal remedies and religious prayer
to resolve physical or emotional problems, and may find treatments espoused by the
scientific-medical model of Anglo American medicine to be irrelevant (e.g.
antibiotics, exercise, and behavior therapy)  (Congress & Lyons, 1992).  In fact, it has
been shown that Latinos are more likely to self-medicate for certain illnesses with folk
remedies than non-Latino Whites (Zuckerman et al., 1996).  Furthermore, when
Latinos need assistance with common ailments which have a “culturally-based”
explanation such as ataques de nervios (attack of the nerves) or empacho (blocked
intestine), they are more likely to consult curanderos, santeros, or espiritistas, and even
when they do consult with health care providers, they are often using these alternative
types of health care simultaneously (Murguia, Peterson, & Zea, 2003).  The use of
these ethnomedical approaches may actually reduce the utilization of traditional
medical care providers, as research has shown that Mexican American women
reported that their preference for alternative, culturally-based forms of health care was
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a barrier that discouraged them from utilizing primary care services (Iniguez &
Palinkas, 2003).  Again, this preference for ethnomedical forms of health care is called
a “barrier” here because the clients cite it as a reason why they are not seeking
traditional medical care when such services are needed and would be helpful.
However, this implies that the traditional medical interventions are preferable or more
effective than alternative medicines, and that individuals should choose one over the
other.  Since the validity of this assumption can be debated (in another discussion), a
more sensitive conclusion is that, at the very least, preferences for alternative medicine
may act as barriers to care because it is not clear or obvious to patients or providers
that both forms of treatment can be utilized, and do not necessarily preclude each
other.
However, it should be noted that true prevalence rates of such health beliefs
and practices among Latinos and other cultural minority groups have not been well-
established.  Skaer, Robinson, Sclar, and Harding (1996) explored the use of
curanderos among 434 foreign-born Mexican American women, and found that 21.4%
had sought care from curanderos in the five years prior to the study.  However, it is
unclear if this prevalence rate would generalize to other Latino subgroups or to U.S.-
born Latinos.
One reason few researchers have been able to obtain true prevalence rates of
alternative health beliefs and practices is that it can be difficult to accurately assess
such beliefs through traditional research methods.  It is possible that individuals who
hold non-traditional beliefs or who make use of non-traditional treatments would be
reluctant to reveal such beliefs to health care providers for fear of being ridiculed.
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Thus, the investigation of culturally-based health beliefs and the role they play in
health care utilization presents a unique challenge to researchers.  As a result, little is
known regarding minority parents’ causal attributions of their child’s illness or how
they relate to parents’ help-seeking behavior.
However, some studies show that minority and non-minority parents differ in
their explanatory styles and causal attributions for childhood behavior problems such
as ADHD (Bussing, Schoenberg, Rogers et al., 1998).  For example, studies show that
White parents are more likely to see ADHD as a medical problem (or attribute the
disorder to biological causes) than are African American parents, and African
American parents are more likely to attribute ADHD to excessive sugar in the diet
than are White parents (Bussing, Schoenberg, Perwein et al., 1998; Bussing,
Schoenberg, Rogers et al., 1998).  In addition, the authors of these studies suggest that
causal attributions and beliefs related to ADHD are inextricably linked to parents’
level of health education and knowledge of ADHD, a factor which has been shown to
differ between minority and non-minority individuals (Bussing, Schoenberg, Perwein
et al., 1998; Bussing, Schoenberg, Rogers et al., 1998).  This notion also calls into
question the relationship between health beliefs and socioeconomic status and
education, which has not been adequately addressed.
These results become even more important in a discussion of treatment
utilization when one considers that current ADHD theory strongly emphasizes the
biomedical model and biochemical/neurological causes for ADHD, and if African
American parents with little education do not hold beliefs which are in agreement with
the biomedical model of ADHD, they may be less likely to find treatment procedures
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such as medication acceptable and relevant for their child’s disorder.  In fact, Arcia
and Fernandez (1998) discovered that Cuban mothers’ schemas of ADHD did indeed
appear to conflict with the biomedical model for the disorder.  The researchers found
that Cuban mothers often tried to apply cultural terms such as “malcriado” (spoiled,
poorly raised) to explain their child’s behaviors, but found that there was no sufficient
model or explanation for ADHD-related behaviors within the Cuban culture (Arcia &
Fernandez, 1998).  Furthermore, Arcia and Fernandez (1998) found that active help-
seeking for a child’s ADHD only occurred after his/her mother developed a schema
for ADHD, reinforcing the notion that psychosocial factors can promote or discourage
treatment use.
When discussing how health beliefs and attributions may vary as a function of
one’s culture, religion, socioeconomic status, and/or ethnicity,  it is easy to assign a
negative value to those beliefs or practices which seem to contradict those of the
scientific community.  For example, if it is established that individuals who endorse
nontraditional health beliefs or folk-healing practices underutilize health care services,
the seemingly logical conclusion is that such beliefs are “inaccurate,” reduce treatment
acceptability, and somehow prevent help-seeking.  Such conclusions might lead to the
assumption that changing the belief system of such individuals would increase health
care use, and could inspire health care providers to make education a target for
treatment when working with clients with nontraditional belief systems.  However,
this manner of thinking imposes a degree of cultural intolerance upon the client, as the
underlying message being communicated by the health care provider is that the
individual’s beliefs are silly, wrong, and must be changed.  As a result, this approach
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may backfire, and in fact, make some individuals even more reluctant to seek help
from traditional providers.   Thus, health care providers face an additional challenge
when trying to promote health care utilization among groups which are more likely to
endorse culturally-based causal attributions or health beliefs, as they must find a way
to both educate and promote the use of treatments which have been empirically
validated and shown to be effective within the medical or scientific community, while
at the same time, taking care not to invalidate the individual’s belief system or
nontraditional health practices that are important to the individual’s sense of cultural
identity.
Health Locus of Control
One potential barrier to care that has received attention from health
practitioners is the construct of health locus of control (Gonzalez, Atwood, Garcia, &
Meyskens, 1989).  Health locus of control has become an important construct in the
literature due to its potential as a determinant of health-related behavior.  There is
evidence that it can be a predictor of health, illness, and sick-role behaviors (Wallston
& Wallston, 1978), and therefore, it may have great utility in research related to
treatment utilization.
The locus of control construct refers to an individual’s belief system that is
centered around “the expectancies that one has concerning the deterministic sources
responsible for the events or outcomes of his or her life”  (Derogatis et al., 1995, p.99).
Rotter (1975) first derived the construct of locus of control from social learning
theory, and it was originally referred to as internal versus external control of
reinforcement.  According to Rotter (1975),
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“[w]hen a reinforcement is perceived by the subject as following some action
of his own but not being entirely contingent upon his action, then, in our
culture, it is typically perceived as the result of luck, chance, fate, as under the
control of powerful others, or as unpredictable because of the great complexity
of the forces surrounding him...we have labeled this a belief in external
control.  If the person perceives that the event is contingent upon his own
behavior or his own relatively permanent characteristics, we have termed this a
belief in internal control.” (p. 57)
Although most researchers address the concept of locus of control within the context
of individual differences, Rotter (1975) points out that it is a construct both of
individual differences and situational parameters.  Thus, locus of control is a function
both of the situation producing a belief that reinforcement is outside (external) or
within (internal) our control, and the individual’s generalized expectancies of
reinforcement (Rotter, 1975).
Since its inception, the locus of control construct has been widely used in
psychological research.  In the last twenty-five years, it has gained increasing
popularity in the fields of medicine, public health, and health psychology,
predominantly because of a conventional belief that an individual’s perceptions of
control over his/her own health are at least partial determinants of his/her health-
related behavior (Wallston, 1992).  When it is used in reference to health beliefs, the
term health locus of control (HLOC) is most often used.  The application of the locus
of control construct to health behavior was summed up nicely in the following quote
by Goertzel and Goertzel (1991):
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“When applied to health beliefs and behaviors, locus of control theory suggests
that individuals differ in their beliefs about their ability to take active steps to
promote their own health.” (p.531)
Thus, health locus of control (HLOC) theory posits that individuals with an internal
locus of control will be more likely to perform health behaviors within their control
(such as accessing health care services) than will individuals with an external locus of
control.
Because health locus of control refers to a generalized expectancy (of
reinforcement) that an individual carries from one situation to another, it is often
treated as a personality trait.  In fact, according to Derogatis et al. (1995), health locus
of control is a personality construct that mediates health habits and behaviors by
facilitating or impeding the practice of good health habits.  However, both Rotter
(1975, 1990) and Wallston (1992) take great care in emphasizing the point that locus
of control is not necessarily a personality trait, but rather a measure of generalized
expectancy that should be viewed within the context of social learning theory.  It is for
the most part an expectancy that was shaped by an individual’s experience, and that
has become generalized across situations, outcomes, and types of reinforcement.  This
definition of locus of control does not eliminate it as a predisposing characteristic and
potential barrier to care that ultimately affects health behavior.  On the contrary, it
makes clear the notion that individual differences which are a result of learned
behavior can affect an individual’s potential to act in a certain way in a given
situation. Thus, it is best to think of health locus of control as representative of a belief
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orientation that predisposes an individual to act in a certain way in health situations or
to perform (or not perform) certain health behaviors (Wallston, 1992).
Although this distinction may at first seem trivial, it is important to make
because personality constructs are generally considered to be stable traits, when, in
fact, health locus of control beliefs may change with new experiences and situations.
In fact, Wallston (1992) and Rotter (1975, 1990) underscore the importance of
reinforcement value to health locus of control, stating that HLOC beliefs are only
relevant for predicting a potential for behavior or action when the outcome of the
behavior (reinforcement) hold value for the individual.
Thus, when viewed within the context of social learning theory, it is easy to
see how health locus of control orientation can be viewed as both a predisposing
characteristic and a cultural variable affecting health-related behavior.  After all,
individuals within cultural subgroups frequently share similar experiences of
reinforcement as they interact with each other and with members of the dominant
culture.  These patterns of reinforcement contribute to the development of a collective
set of values, beliefs, norms of behavior, attitudes, and even expectancies, that are
prevalent among members of a cultural subgroup.  In this respect, health locus of
control orientation may be one of those expectancies that varies between cultures, and
when the trend in HLOC orientation within a cultural subgroup affects its members’
help-seeking practices in a negative way, it can become a cultural barrier to care.
The idea that Latinos may be similar in their locus of control orientation can be
informally exemplified by the popular Puerto Rican quote, “Yo no perdí la guagua, la
guagua me dejó”  (“I didn’t miss the bus, the bus left me”).  Essentially, this phrase is
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used (somewhat tongue-in-cheek) to say, “it wasn’t my fault,” or “it was out of my
hands,” and it conveys an attitude that most negative events can be excused or
explained away because they are already assumed to be outside one’s personal control.
Certainly, while this quote may provide some informal insight into Puerto
Rican culture, it is not meant here to be a substitute for scientific data related to the
health locus of control beliefs of Latinos.  Yet, it does inspire questions regarding
potential cultural trends and differences in HLOC.  Unfortunately, few studies have
attempted to determine if health locus of control differs as a function of race, ethnicity,
or culture.
One study of note was conducted by Wrightson and Wardle (1997), who
studied health locus of control beliefs in AngloAmerican, South Asian, and Afro-
Caribbean women.  The authors found that South Asian women had higher external
HLOC scores than AngloAmerican or Afro-Caribbean women, and that the ethnic
differences in HLOC scores persisted after they controlled for occupation and health
status (Wrightson & Wardle, 1997).
Spalding (1995) examined health locus of control and psychological
adjustment among African American, Latino, and non-Latino White individuals with
HIV and AIDS, and found that minority participants were significantly more likely to
endorse an external locus of control (e.g. powerful others, chance) in relation to their
health status.  In another study of AIDS knowledge in minority individuals served by
community health centers in Texas, Aruffo, Coverdale, Pavlik, and Vallbona (1993)
found that Latino and African-American participants had a higher external HLOC
orientation than White participants.
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While the data related to ethnicity and HLOC are sparse, several studies have
attempted to demonstrate the connection between socioeconomic status and health
locus of control.  Raja, Williams, and McGee (1994) studied HLOC beliefs and
psychological health in women and children and found that women with high scores of
external health locus of control beliefs were more likely to be from lower
socioeconomic groups.  In a study of personal fate control in Black and White women
who were the head of the household, Bould (1977) found that women who depended
on unstable sources of income (e.g. welfare, child support) felt less able to plan for
their lives than did women with more stable sources of income.
In addition, results obtained by Kagan and Ender (1975) provide some
evidence for the relationship between SES and locus of control.  The authors studied
patterns of maternal response (reward vs. punishment) to their children’s behavioral
successes and failures among a sample of AngloAmerican, Mexican American, and
rural Mexican mothers and children, and found that the use of punishment and
noncontingent reinforcement was more common among low-income mothers (Kagan
& Ender, 1975).  Kagan and Ender (1975) identify this pattern of maternal response as
a possible antecedent to the development of an external locus of control in low-income
children because noncontingent reinforcement may teach children at a young age that
outcomes or consequences are not directly related to their own action or behavior.
Results which indicate that there are socioeconomic differences in health locus
of control can be interpreted with ethnicity and culture in mind.  As was previously
established, racial/ethnic minorities are more likely to occupy a low socioeconomic
level than are non-minorities, therefore, SES differences in HLOC may become more
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salient in minority populations.  Unfortunately, it is difficult to say whether SES and
ethnic differences in health locus of control are actually SES and/or ethnic differences
because many of these results were obtained inadvertently, and researchers did not
control systematically for either SES or ethnicity.
However, although further research is needed in order to clarify how
individuals of different racial/ethnic or socioeconomic backgrounds differ with regard
to their health locus of control orientation, it is discussed here because it is a
psychosocial variable that may vary culturally, and may have great utility in
explaining rates of health care utilization among culturally-diverse populations.  For
example, if health locus of control is a construct describing an individual’s disposition
to perform health-related behaviors (Goetzel & Goetzel, 1991; Rotter, 1990; Wallston,
1992), than it may be used to predict the help-seeking practices of Latinos.  Although
its importance to mental health treatment use is yet to be established, there is evidence
that HLOC is related to help-seeking, preventive health behaviors, treatment
adherence and compliance, and sick-role behaviors [those behaviors that are
undertaken by a person who believes they are ill with the purpose of becoming well]
(Sarafino, 1994) in both healthy and medically ill populations (McClean & Pietroni,
1990; Tinsley & Holtgrave, 1989; Wallston & Wallston, 1978).
For example, Tinsley and Holtgrave (1989) found that AngloAmerican and
African American mothers’ perceptions of control over their infants’ health was
related to their use of preventive infant health services.  In addition, results obtained
by Copeland, Silberberg, and Pfefferbaum (1983) suggest that Latino parents have less
internal control beliefs than AngloAmerican parents with regard to their children’s
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cancer treatments, and that they report less participation in therapeutic decision-
making than do AngloAmerican parents.  Other studies have found that health locus of
control orientation can successfully distinguish between elderly men and women who
entered the health and social service system and those who did not (Slivinske, Fitch, &
Mosca, 1994), and that there is a reciprocal relationship between health care use and
sense of control among the elderly (Goldsteen, Counte, & Goldsteen, 1994).
In addition, there is modest evidence to suggest that health locus of control
orientation is related to health behaviors in Latina women (Bundek, Marks, &
Richardson, 1993).  For example, Bundek et al. (1993) found that having an internal
health locus of control orientation was positively related to elderly Latina women’s
performance of cancer screening behaviors that are under personal control, such as
breast self-examination (Bundek et al., 1993).  Likewise, Kennedy, DeVoe, Ramer-
Henry, and West-Kowalski (1999) found that self-care education can positively
influence both health locus of control and appropriate illness behaviors in Mexican
American women.
Self-Efficacy
No doubt the health locus of control construct owes much of its popularity to
the fact that it provides a clear measure of outcome expectancies believed to motivate
behavior.  However, another aspect of perceived control, self-efficacy, may be equally
important to an individual’s motivation to perform health-related behaviors.  Because
self-efficacy describes one’s perception of control over health-related outcomes, it is
often associated and confused with the health locus of control construct.
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The concept of self-efficacy was first introduced by Bandura in 1977, and
refers to an individual’s belief that he/she can succeed at something he/she wants to do
(Bandura, 1977; Sarafino, 1994).  Like locus of control, self-efficacy is dependent
upon our previous performance and learning.  Whether we develop a strong or weak
sense of self-efficacy is determined by our perceptions of success or failure in the
activities we have attempted in the past (Bandura, 1977).
It is now suggested that self-efficacy represents the second component in a
two-part decision-making process related to health behavior that includes locus of
control (Sarafino, 1994; Wallston, 1992).  When deciding whether to attempt an
activity (e.g. seek treatment), people first decide if their performance of a behavior
will lead to the desired outcome (e.g. locus of control), and then decide whether they
can perform the behavior properly and successfully (e.g. self-efficacy) (Sarafino,
1994).  For example, a mother may know that if she implements a consistent behavior
management plan, it is likely her child’s behavior problems will improve.  However,
she may not feel that she is able to successfully carry out such a behavior plan, and
therefore, may not even attempt it in the first place.  Thus, it may be that one must
possess both an internal locus of control and a strong sense of self-efficacy in order to
initiate help-seeking or perform health behaviors.
Current research has, in fact, suggested that self-efficacy can predict the
performance of health-related behaviors (Norman, 1995).  For example, Stuart,
Borland, and McMurray (1994) found that both high self-efficacy and internal health
locus of control orientation were significant predictors of making attempts to quit
smoking and post-treatment smoking abstinence in participants engaged in a group
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smoking cessation program.  In another study, older adults with high self-efficacy
were found to be more likely to perform health-promoting behaviors related to
exercise, diet, weight control, alcohol intake, and smoking (Grembowski, Patrick,
Diehr, & Durham, 1993).
In addition, researchers have begun to investigate the role of self-efficacy in
women’s performance of health behaviors. Friedman, Nelson, Webb, & Hoffman
(1994) found that self-efficacy was related to the frequency of women’s performance
of breast self-examinations.  Self-efficacy has also been found to be a predictor of the
performance of health behaviors such as exercise, stress management, and diet among
women over 65 (Conn, 1998).
It has also been suggested that self-efficacy mediates the relationship between
health-related knowledge and the performance of health behaviors (Rimal, 2000).  In
fact, research suggests that patients’ sense of self-efficacy can increase through
education (Strecher, DeVellis, Becker, & Rosenstock, 1986).  For example, it was
found that midlife females who had higher levels of participation in an educational
program about menopause and hormone replacement therapy had greater self-efficacy
than those with lower levels of participation, and that women with greater self-efficacy
reported greater intention to participate in their next health care encounter (Kroll et al.,
2000).  In addition, Mishra et al. (1998) found that health education can lead to higher
levels of self-efficacy and increased likelihood to obtain mammograms among Latina
women.
However, it has also been suggested that there is an inverse relationship
between levels of self-efficacy and health care utilization (Edwards, Telfair, Cecil, &
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Lenoci, 2001).  In their study of African American adults with sickle cell disease,
Edwards et al. (2001) found that those who reported a low sense of self-efficacy for
coping with the disease reported more disease symptomatology and psychological
symptoms and had more physician visits than those with greater self-efficacy.  Since
Edwards et al. (2001) were examining psychological adjustment, having greater self-
efficacy and, in turn, fewer physician visits and reported symptoms were considered
positive outcomes, and higher rates of utilization were associated with poorer
adjustment to one’s illness.  Thus, their findings not only contradict previous research
indicating the direction of the relationship between self-efficacy and health care use,
but embedded within these results is the implicit notion that individuals with lower
rates of utilization are more well-adjusted and possibly healthier than those who seek
services at a higher rate.
As has been mentioned throughout this discussion, the clinical utility of
examining the relationship between psychosocial variables such as self-efficacy,
health locus of control, and health beliefs and health care utilization is dependent upon
the idea that by changing these attitudinal variables through education or intervention,
health care providers can promote help-seeking.  The studies such as those of Kroll et
al. (2000) and Mishra et al. (1998) have indeed shown this to be true.   However, it
may be that people with a greater sense of self-efficacy will be less likely to seek help
from external sources because they are more self-reliant and have a belief that they
can handle health-related issues without the assistance of health care providers.  While
this may actually be a positive or adaptive response to mild health problems for which
a trip to the doctor is not worth the time and expense, it may create a situation of
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unmet need among individuals with severe health problems who are reluctant to seek
services.
Ortega and Alegria (2002) examined the relationship between self-reliance and
mental healthcare utilization among Puerto Rican islanders living in low-income areas.
They defined self-reliance as the “preference to solve emotional problems on one’s
own” (Ortega & Alegria, 2002, p 131).  This construct is not the same as self-efficacy
in that it refers to an attitude about how one chooses to solve problems, and in fact,
may be more closely related to the construct of locus of control.  However, it is related
to self-efficacy in that implies that one must have a certain level of belief that one is
capable of and can be effective when solving problems without the help of others, so
Ortega and Alegria’s (2002) study is mentioned here.  The researchers found that
when Puerto Ricans had a definite need for mental health services, those with a more
self-reliant attitude were 54%-58% less likely (odds ration=.4 to .5) to use mental
health services than those who did not have a self-reliant attitude (Ortega & Alegria,
2002).  Even  more interesting is the finding that a decrease in self-reliance led to an
increase in use of mental health services (Ortega & Alegria, 2002).
Although both of these studies found an inverse relationship between self-
efficacy and service use, it should be noted that the studies differed in that they
assigned opposite values to the level of health care use: in the Edwards et al. (2001)
study, greater self-efficacy was desired because it promoted positive psychological
adjustment and less frequent use of expensive medical services, whereas, in the Ortega
and Alegria (2002) study, more self-reliance inhibited individuals from seeking
services when they actually needed them.
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 Once again, these studies (Edwards et al., 2001; Ortega & Alegria, 2002) raise
the question as to whether health care providers should be attempting to promote a
sense of self-reliance and self-efficacy among individuals who are in need of health
care services.  They also call attention to the ultimate objective of health care
providers with regard to whether we should be promoting higher or lower levels of
health care utilization.  Given that the literature is inconsistent with regard to the
direction of the relationship between self-efficacy and health care utilization, more
research is needed before health care providers make self-efficacy a focus of
intervention and/or education.  Furthermore, although the studies by Mishra et al.
(1998) and Ortega and Alegria (2002) begin to shed light on the self-efficacy beliefs
of Latinos, little is known regarding ethnic or cultural differences in self-efficacy
between minority and non-minority individuals.
Conclusion
In summary, a review of the research reveals that there are numerous
nonfinancial barriers to care that affect treatment utilization by minorities.  In fact, it is
likely that a complex interaction of psychosocial and environmental factors influence
help-seeking and treatment use among this population.  Many of these barriers fall into
the categories of perceived need, predisposing characteristics, and enabling resources
noted by Andersen (1995) and others in their models of health care utilization.  The
inclusion of predisposing characteristics that may vary as a function of culture and
ethnicity has been an important step in the effort to develop a comprehensive and
cohesive model of treatment utilization practices by Latinos. Treatment use is now
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thought to be dependent on a variety of financial and nonfinancial factors that
determine Latinos’ access to health care services.
Moreover, several of these nonfinancial factors are theoretically related to each
other.  Health locus of control, self-efficacy, and causal health beliefs are, in fact, all
measures of an individual’s perception of control over their own health.  When
examined in relation to each other, they help to explain an individual’s sense of
personal control as it relates to health at different stages of the help-seeking process.
One’s sense of control may first begin to develop as one acquires culturally-based
beliefs regarding the underlying causes of health and illness.  These beliefs may then
be weakened or strengthened by the learned expectancies of behavioral outcomes that
develop over time, resulting in a general sense of personal control related to health that
influences the future performance of health behaviors.
Consider the example of a Latina mother who believes that her child’s frequent
headaches and stomachaches are a product of  God’s will, or perhaps represent God’s
punishment for her own or her son’s wrongdoing.  Past experiences have taught her
that very often such ailments remit without medication or other direct intervention
from a physician.  She seeks no health care services but prays repeatedly for her child
to get well, and after two weeks his headaches and stomachaches become less
frequent.  A  person who subscribes to the medical model of illness might suggest that
the improvement is a result of a change in diet, a decrease in stress or anxiety, or the
remission of a virus or infection.  However, for the Latina mother, it validates her
beliefs in the external causes and control of her child’s health.  In this case, causal
health beliefs have contributed to the mother’s tendency to interpret a pattern of
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behavioral outcomes as the result of external forces, and ultimately, to the
development of an external health locus of control orientation.
In addition, her inaccurate beliefs about the external causes of her child’s
illness are both contributing to and validating her own sense of personal control over
her child’s health.  The improvement in her son’s health may send the message that
although her child’s illness was caused by external forces, her own actions (e.g.
prayer) can still be effective in helping him to get well.  As a result, the next time her
child complains of frequent headaches and stomachaches, it is likely that she will
again resort to prayer as a form of intervention, rather than consulting a pediatrician.
 This example may be an oversimplification of the process by which one
develops a sense of personal control, and it is likely that the relationship between
one’s causal health beliefs and the development of an HLOC orientation and sense of
self-efficacy is not linear, but rather, curvilinear.  That is, all three factors can
influence and be influenced by each other.  However, this example does illustrate the
way in which these psychosocial variables are related to each other and may be
reflective of a broader construct of personal health control.
This scenario also highlights the potential importance of acculturation in the
help-seeking process.  Latinos who possess a more Latino value orientation may be
more likely to subscribe to such cultural beliefs and methods of healing, and less likely
to adopt more AngloAmerican views that are consistent with the medical model of
health and illness.  Thus, developing a comprehensive understanding of health care
utilization patterns by Latinos may require an understanding of the complex
interaction of culture and personal control.
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Purpose of the Present Study
Much of the research presented here related to the influence of personal control
constructs on health care utilization is not specific to low-income and/or Latino
populations.  Furthermore, these variables have not been investigated with regard to
how they differ among Latinos and non-Latino Whites of similar socioeconomic
background.  As a result, it has not been determined if they are related to health care
utilization specifically among Latinos, or if they actually vary as a function of culture
or ethnic/racial status, rather than socioeconomic status.
Thus, the purpose of this study was to explore the relationship between health
care utilization by low-income Latino and non-Latino White parents of similar
socioeconomic background and the following variables:  (1) parent health locus of
control orientation (PHLOC), (2) health beliefs (HB), (3) self-efficacy (SE), and (4)
acculturation (ACC).  Second, this study attempted to investigate whether or not low-
income Latino and non-Latino White parents differed with regard to rates of health
care utilization.  Third, this study attempted to investigate whether or not low-income
Latino and non-Latino White parents differed with regard to their HLOC orientation,
health beliefs, sense of self-efficacy, and levels of acculturation.
Hypothesis I.  In this study, it was hypothesized that some linear combination
of the variables of HLOC orientation, health beliefs, self-efficacy, and acculturation
would predict rates of health care utilization by low-income Latino and non-Latino
White parents.
Hypothesis II.  It was hypothesized that Latino parents would have lower rates
of health care utilization than non-Latino White parents of similar SES level.
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Hypothesis III.  It was hypothesized that Latino parents would be less likely to
endorse parental influences over their child’s health (HLOC orientation), will have
lower levels of self-efficacy, lower levels of acculturation, and will endorse more
culturally-based causal attributions than non-Latino White parents of similar SES
level.
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CHAPTER 3: METHODOLOGY
Participants
Participant Recruitment
For the purposes of this study, the term “parent” is used to refer to all
biological or adoptive parents, primary caregivers, and/or guardians who participated
in the research project.  Latino parents and non-Latino White parents of children
attending one of the following schools within the Public School District of
Philadelphia were recruited for this study:   Roberto Clemente Middle School (Site 1);
John Paul Jones Middle School (Site 2); William Harding Middle School (Site 3);
Grover Washington Jr. Middle School (Site 4); Central East Middle School (Site 5).
All five schools were within the North Philadelphia geographic area, an economically
depressed region of the city, and were used as recruitment sites in order to increase the
likelihood that parents would be of similar socioeconomic backgrounds.  Demographic
characteristics of the study body of each school are listed in Appendix A.
Parents who self-identified themselves as being of Latino ethnic status and who
had at least one child between the ages of 6 and 14 years were invited to be members
of the Latino Parent group (LP).  Parents who self-identified themselves as being of
non-Latino White ethnic status and who had at least one child between the ages of 6
and 14 years were invited to be members of the non-Latino White Parent group
(NWP).   Parents who did not identify their ethnic status as either Latino or non-Latino
White, or who did not have a child between the ages of 6 and 14 years, were excluded
from the study.
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Permission was first obtained from the Research Review Board of the School
District of Philadelphia to conduct the study within the public school system.
Permission to collect data in each school was then obtained from the school principal.
The class list of each school was then reviewed and children whose official ethnic
status was classified as Latino or non-Latino White were identified.  The teacher of
each identified child was then given an envelope containing the study measures in
both Spanish and English, which was to be sent home to the parent with the child.
This method was employed in order to comply with the guidelines of the Research
Review Board of the School District of Philadelphia, which stated that no families
were to be contacted personally by the researchers until they first received a letter of
support and authorization from the principal and the consent form of the research
study.  In addition, the researcher and a bilingual research assistant were permitted to
attend school events in which parents may be present (e.g. Back to School Night), and
were allowed to invite parents who were in the schools at the time that the researchers
were present to participate in the study.
Sites 1, 2, and 3 were enlisted first, and therefore, represented the initial
potential population.  A total of  1535 Latino students were identified and 561 non-
Latino White students were identified between the three schools.  A sample size of
100 (50 parents per group) was proposed in order to produce a high degree of
statistical power (>.80) for a small to medium effect size (Cohen, 1977).  However,
given that previous literature suggested that response rates would be low (10-24%) in
studies recruiting minority and low-income families and in those using mail survey
data collection procedures (Erwin & Wheelright, 2002; Preloran, Browner, & Lieber,
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2001; Saegert, Hoover, & Hilger, 1985), and due to the fact that students were
responsible for delivering the packets to their parents, 150 Latino students were
randomly selected from the three schools and received the research packets.  Nineteen
Latino parents were invited to participate personally at a school event.  Using this
method of recruitment, 48 Latino parents returned the packets, 119 Latino parents did
not respond.  No Latino parents returned the packets and declined participation,
however, 2 Latino parents declined participation in the study in person, stating that
they did not have time to complete the measures.  Thus, the overall response rate was
32% for Latino parents recruited from Sites 1, 2, and 3.  However, Out of the 48
packets returned, 6 were not used due to unsigned consent forms and incomplete
measures, yielding an initial sample of 42 Latino participants.
One-hundred-fifty non-Latino White students were randomly selected from the
three sites and received the research packets.  In addition, 1 non-Latino White parent
was invited to participate personally at a school event.  Using this method of
recruitment, 14 White parents returned the measures, and 137 parents did not respond,
yielding a response rate of 11%.  No non-Latino White parents declined participation.
As a result of the very low response rate using this recruitment method, Sites 4
and 5 were enlisted to participate in the study in order to increase the potential
participant population.  In addition, permission was obtained from the school
principals to contact by phone those parents to whom a packet had already been sent
home potentially informing them of the research study.  Thus, the initial recruitment
method was employed at Sites 4 and 5, and researchers then contacted parents who
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had already received packets by phone in order to personally invite them to participate
in the study until the quota was reached.
Using this method of recruitment, 20 Latino families received packets, none
were returned.  Fourteen Latino families were then contacted by phone.  Of these
parents, 2 parents (14%) did not respond to phone messages, 10 Latino parents (71%)
agreed to participate and returned packets, and 1 Latino parent (7.5%) declined
participation stating that she did not have time to complete the measures.  One packet
was returned but was unusable due to an unsigned consent form.
An additional 358 White students were initially identified at Sites 4 and 5,
however, 294 of these students were classified as having Caucasian racial status
according to school records, but identified themselves as being of Latino, Indian, or
Arab ethnic background when contacted by researchers.  Thus, 64 non-Latino White
students were identified at Sites 4 and 5.  Eleven of these students were not able to be
recruited due to nonattendance at school.  Thus, 53 were given the research measures
to take home to their parents.  Attempts were made to contact by  phone all 53 non-
Latino White parents, however, 31 non-Latino White parents (58%) were unreachable
by phone.  Using these two methods of recruitment, 23 out of 53 packets (43%) from
non-Latino White parents were returned.   Ten non-Latino White parents declined
participation when contacted by phone.  The most common reasons given for
declining participation by non-Latino White parents included lack of time and
sufficient payment/incentive.  Several parents also reported negative feelings or
attitudes to the researchers regarding the nature of the study, including the belief that
the study was not relevant or important to them and, therefore, not worth the time.  In
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addition, some White parents reported feelings of anger related to their belief that
Whites now represent a racial minority in their neighborhood and/or child’s school,
causing feelings of resentment regarding the attention and financial resources that
were devoted to research related to the needs of the Latino community as opposed to
the White community.  In turn, some of these parents expressed the fear that they
would be labeled a “racist” if they participated in the study and reported their attitudes.
When such concerns were reported to the researcher or research assistant, attempts
were made to reassure parents and to explain further the purpose of the study and the
confidentiality of the responses, however, most parents who originally expressed
negative attitudes toward the study continued to decline participation.
Thus, participant recruitment yielded a final total sample of 88 participants,
including 51 Latino parents and 37 non-Latino White parents.
In light of the poor response rate, several problems with recruitment and the
research sample were identified.  First, the potential population of low-income Latino
parents was much greater than the potential population of low-income non-Latino
White parents with children in the School District of Philadelphia.  This trend is
reflective of the national trends in the U.S., in which the largest proportion of  families
living below the poverty level are of racial/ethnic minority status.  Although attempts
were made to conduct random sampling during the first phase of recruitment, the poor
response rates precluded random sampling during following attempts to recruit
participants.  It also inhibited any attempts to match subjects in the two groups across
schools.  Overall, response rates were lower for non-Latino White parents than for
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Latino parents, suggesting the existence of a selection bias, and reducing the
generalizability of the two groups to a larger population.
Furthermore, the response rate of Latino parents recruited from Site 1 was
much greater than that of Latino parents at the other four sites, also suggesting the
presence of a selection bias. Specifically, 47 of 51 Latino participants (92%) were
recruited from Site 1.  This may have been due to the fact that the researcher and
research assistant were well-known at this school due to a prior professional
relationship in which they provided clinical services within the school and community.
In addition, the researcher is related to and has the same last name as the school
principal, which may have enhanced the credibility of the study and increased the
likelihood that parents would choose to participate.
In addition, given that the majority of Latino participants were recruited from
Site 1, it is possible that these families differed systematically from the rest of the
sample due to several intervening variables that occurred during the data collection
phase.  Specifically, data was collected over a period of eight months, and spanned
two academic years.  During this time, Site 1 became the first school in the state of
Pennsylvania to open a dental clinic on school grounds.  As a result, children at Site 1
may have increased access to dental health services.  Upon closer examination, it was
discovered that all 5 recruitment sites had several school-based behavioral health
programs in place to a varying degree during this time period.  Because access to
school-based health services was not addressed in the research design, this represents a
significant confound when interpreting rates of health care utilization among the two
groups.  In addition, this is a confound which reduces the generalizability of the
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findings based on the sample population since it is possible that families in the sample
actually had greater access to health care services than other low-income urban
families whose schools do not have school-based health services.
Lastly, the reactivity of the non-Latino White parents to the nature of the
research study was not anticipated, and suggest that demand characteristics may
represent a confound in the study.  Although most parents who expressed concerns
regarding the nature of the study ultimately declined participation, it is possible that
even parents who chose to complete the measures adopted an apprehensive subject
role (i.e. occurs when the subject is concerned that his/her responses will result in
negative evaluation of their personal characteristics) and, therefore, responded in a
socially desirable fashion.  This trend may also reflect a more significant issue
regarding the process by which researchers conduct potentially controversial or
sensitive research related to race and culture using participants from different
ethnic/racial backgrounds, and is discussed further in the Limitations and Future
Research section.
Measures
All measures were provided in English and Spanish for Latino parents, and
non-Latino White parents received all measures in English.  However, non-Latino
White parents received one measure, the Parent Health Locus of Control Scales
(DeVellis et al., 1993), in both Spanish and English due to the fact that items in both
languages appear on the same form.  Measures not originally available with a Spanish-
language translation were translated using the method of back-translation (Bracken &
Barona, 1991).  Back-translation is considered to be a highly acceptable method of
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translating measures or instruments from the original or source language to the desired
language (Sechrest, Fay, & Hafeez, 1972; Sinaiko & Brislin, 1973).  The back-
translation process involves three major steps: 1) translation from the original
language (e.g. English) to the target language (e.g. Spanish); 2) blind back-translation
(e.g. translation from Spanish back to English by a bilingual individual unfamiliar
with the original measure); and 3) translation-back-translation repetition (Bracken &
Barona, 1991).  Thus, the instrument is repeatedly translated from the source language
to the target language until the two different versions are considered to be very similar.
Original measures were translated into Spanish by the researcher and a
bilingual/bicultural school administrator familiar with the Latino community in
Philadelphia.  Back translations were conducted by 1 native Spanish-speaking licensed
psychologist from Argentina, 1 native Spanish-speaking licensed clinical social
worker from Cuba, 1 certified translator in Puerto Rico, and were finally reviewed by
1 native Spanish-speaking licensed psychologist from Uruguay and 2 Latina parents
from within the community (one of Cuban descent and one of Puerto Rican descent).
Demographic Data
The following information was collected from families at the time of
participation:  1) ethnic status, 2) Socioeconomic Status, 3)  number of children in the
household, and 4) age of child for whom the measures were completed.
Socioeconomic Status was determined using the The Four-Factor Index of Social
Status (Hollingshead, 1975), which is composed of a four-factor index of social
position (e.g. occupation, education, marital status, and sex).  Raw scores range from 8
to 66, and subjects are placed in one of five possible levels of social class, with Class I
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representing the lowest social position, and Class V representing the highest social
position.
Health Locus of Control
The Parent Health Locus of Control Scales (PHLOC) (DeVellis, DeVellis,
Blanchard, Klotz, Luchok, & Voyce, 1993) represent a 30-item self-report measure,
with the following subscales:  Divine Influence, Professional Influence, Child
Influence, Parental Influence, Media Influence, and Fate Influence.  Parents rate items
such as, “I have the ability to influence my child’s well-being,” on a 6-point Likert
type scale ranging from strongly agree (1) to strongly disagree (6).  Higher scores on
each subscale indicate that a parent feels that particular source (e.g. parents,
professionals, and fate) has a high degree of influence over his/her child’s health.  The
PHLOC Parent Influence score was utilized as a measure of a parental health locus of
control orientation, with higher scores indicating a stronger sense of parental control
over their child’s health and illness.
The PHLOC scales have been shown to have adequate psychometric properties
(DeVellis et al., 1993; Kraft & Loeb, 1996).  Ratings of construct validity have not
been reported. However, internal consistency coefficients for all the subscales range
from .75 to .92, and test-retest reliability estimates range from .60 to .96 on all scales
(DeVellis et al., 1993).  In addition, the PHLOC scales have demonstrated adequate
discriminant validity, with subscale coefficients ranging from .63 to .918 (DeVellis et
al., 1993).  Furthermore, in a study examining the replicability and psychometric
properties of the PHLOC in a non-English speaking sample, the measure maintained
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adequate levels of internal consistency (Kraft & Loeb, 1996).  The PHLOC was
translated into Spanish using the back-translation method.
Self-Efficacy
The Parenting Sense of Competence Scale (PSOC)  (Johnston & Mash, 1989)
is a 16-item scale designed to assess parenting self-esteem, with the following
subscales:  Satisfaction and Efficacy.  The Efficacy subscale of the PSOC is believed
to assess parent’s beliefs about their sense of efficacy in the parental role and within
the family context.  Parents rate items such as “I honestly believe I have all the skills
necessary to be a good mother/father to my child,” or “If anyone can find the answer
to what is troubling my child, I am the one,” on a 6-point Likert-type scale ranging
from Strongly Agree (1) to Strongly Disagree (6).  The Efficacy subscale score was
used in this study.
The PSOC has been shown to have adequate psychometric properties
(Johnston & Mash, 1989; Ohan, Leung, & Johnston, 2000; Lovejoy, Verda, & Hays,
1997).  The internal consistency coefficients for the Efficacy subscale range from .76
to .80 (Johnston & Mash, 1989; Ohan, Leung, & Johnston, 2000) In addition,  Lovejoy
et al. (1997) reported an alpha coefficient of .82 for the Efficacy subscale.  No
statistics regarding construct validity of the PSOC scales have been reported, however,
the PSOC has also demonstrated adequate discriminant and convergent validity
(Johnston & Mash, 1989; Ohan, Leung, & Johnston, 2000).  The PSOC was translated
using the back-translation method.
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Health Beliefs
The Cultural Health Attributions Questionnaire (CHAQ) (Murguía, Zea,
Reisen, & Peterson, 2000) is a 24-item self-report measure, with the following 12-item
subscales:  Equity Attribution Beliefs (EA) and Behavioral-Environmental Beliefs
(BEA).  EA beliefs “assess beliefs about negative health outcomes due to punishment
by an outside force because of a person’s violation of community standards, and they
assess positive health outcomes due to a person’s culturally sanctioned behaviors.”  (p.
271, Murguía et al., 2000) In contrast, BEA beliefs refer to more traditional causal
attributions of health outcomes related to behavioral and environmental factors.
Participants read 6 brief case descriptions of individuals with various health problems,
and then rate 4 statements describing potential causes for the health problems on a 5-
point Likert type scale ranging from No Effect (1) to Great Effect (5).  EA scores were
used in this study as a measure of parents’ culturally-based health beliefs.
The CHAQ was developed specifically to assess Latino health beliefs, and is
available in both Spanish and English.  It has been shown to have adequate
psychometric properties (Murguía et al., 2000).  In order to initially examine construct
validity of the CHAQ scales, the creators examined bivariate correlations between the
CHAQ subscales and measures of chance health locus of control orientation and
acculturation (Murguía et al., 2000).  They found that, as expected, the EA scale was
positively correlated with having a Latino acculturative style (r=.17), negatively
correlated with an Anglo-American acculturative style (r=-.32), and positively related
to having a chance health locus of control orientation (r=.47) (Murguía et al., 2000).
In addition, an internal consistency coefficient of .92 was reported for the EA subscale
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(Murguía et al., 2000).  The CHAQ has also demonstrated adequate criterion validity
(Murguía et al., 2000).
Acculturation
The Marin Acculturation Scale (Marin, Sabogal, Marin, Otero-Sabogal, &
Perez-Stable, 1987) is a 12-item scale designed to assess an individual’s involvement
in Hispanic or Anglo culture.  Items such as “I speak mostly Spanish,” and “Most of
my friends are Hispanic” are rated on a 5-point Likert-type scale and reflect three
main factors (explaining 67.6% of the variance):  Language Use, Media, and Ethnic
Social Relations.  Low scores are indicative of a Latino/Hispanic orientation and high
scores are reflective of an Anglo-American orientation.
The Marin Acculturation Scale has been shown to have adequate psychometric
properties, and is available in both English and Spanish (Marin et al., 1987; Malgady
& Constantino, 1998).  Reliability coefficients of the scale range from .80 to .91
(Marin et al., 1987; Malgady & Constantino, 1998). Ratings of construct validity are
not reported, however, the Marin Acculturation Scale has demonstrated moderate
concurrent validity with other variables traditionally used to measure acculturation,
such as generational status and length of residence in the U.S. (Marin et al., 1987;
Malgady & Constantino, 1998).
Treatment Utilization
Parents completed a form including six questions related to their use of health
care services for their child within a twelve-month period (Appendix B).  Parents were
provided with a list of providers and settings, and were asked to indicate the number
of times they sought services from those providers or locations for medical problems
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or illness, mental health problems or illness (including behavioral and emotional
problems), and preventive health care services for their child.  Parents also had the
option to endorse a specialist or setting not specified on the form.  The questions were
available in both Spanish and English, and parents were instructed to report health
care visits for one child only.  These questions yielded four variables that represented
parents’ rates of health care utilization for their children within the past twelve months
that were used in data analyses, including Number of Medical Visits (MVIS), Number
of Mental Health Visits (MHVIS), Number of Preventive Health Visits (PVIS), and
Total Number of Health Care Visits (TVIS).  No psychometric data has been collected
yet with regard to the health care utilization questions.
Procedure
The present study and following procedures were approved by the Institutional
Review Board of Drexel University and the Research Review Board of the School
District of Philadelphia.
Latino and non-Latino White children who were identified through school
enrollment lists were given a research packet by the teacher to take home to their
parents.  The packet contained a cover letter signed by the school principal authorizing
the study, as well as a cover letter inviting parents to participate in the study, a consent
form, and the questionnaires.  All packets given to non-Latino White students were
provided in English, whereas, all packets provided to Latino students were provided in
both English and Spanish. Parents who did not want to participate were asked to check
off a form indicating such and return it to the teacher.
73
Parents who agreed to participate were asked to return the signed consent form
and completed questionnaires to their child’s teacher in a sealed envelope, who kept
the completed packets in a locked file cabinet until the researcher picked them up at
the school.  Parents were also informed in the cover letter that if they preferred to
review the consent form with the researcher or complete the measures with assistance
due to literacy problems, they could do so either in person or over the phone with a
bilingual research assistant if they contacted the researcher directly.  No parents
contacted the researchers and requested to complete the measures in this manner.  In
addition, parents who preferred not to return the packets to the teachers due to
concerns of confidentiality were informed via the cover letter that they could call the
investigator and request a postage-paid envelope in which to return the measures
directly to the investigator.  No parents opted to return the forms via direct mail or
expressed concerns regarding the confidentiality of the data if returned to the teacher.
Extra research packets were also given to the school counselor or liaison in the event
that parents requested additional forms when the researchers were not present in the
school.
The researcher and a bilingual research assistant also attended extracurricular
school functions (e.g. Back to School Night, report card conferences, musical
performances, etc) and invited parents of Latino and non-Latino White students in
attendance to participate in the study.  Parents who were invited to participate at a
school function were given the option of completing the measures onsite or taking the
packet home and returning it at a later date.  No parents who were recruited at a school
event chose to stay and complete the measures onsite.
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Due to poor response rates and recruitment problems previously discussed, the
researchers also contacted potential participants by phone after two packets were sent
home with the child with no response.  Parents were then invited to participate in the
study, and were provided with an additional research packet if requested.  Parents who
declined participation were not contacted again. Parents who agreed to participate
after being contacted by phone were given the option of completing the measures at
that time, or could return the forms by mail or to the teacher. No parents chose to
complete the measures over the phone.
Participants were also given the option of entering a raffle in which they were
eligible to win a cash prize in the amount of $50.00.  If they chose to do so, they were
instructed to provide contact information on a separate form which could not be
matched to their response data.  When data collection was completed,  one participant
was chosen via a random drawing and the monetary prize was awarded.
Data Analyses
All data analyses were completed using the statistical software package,
Statistical Product and Services Solutions: SPSS 9.0 for Windows.
For all statistical analyses, a standard alpha level of .05 was employed.  Given
the exploratory nature of the study, yet relatively small sample size, an adjustment of
the alpha level (i.e. Bonferroni correction) was not used in an effort to balance the risk
of making a Type I error (falsely rejecting the null hypothesis), as well as the
likelihood of committing a Type II error (failing to reject the null hypothesis when
appropriate).
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Preliminary analyses assessed for between group equality (LP x NWP) on the
demographic variable of SES using chi-square analyses. In addition, in order to
address concerns regarding the validity and generalizability of any findings resulting
from the data analyses due to the limitations imposed by selection bias and recruitment
problems, all data were first scrutinized for violations of the assumptions of normality
and homoscedasticity (homogeneity of variance).
Preliminary screening of the dependent variables of health care utilization
(MVIS, MHVIS, PVIS, TVIS) revealed four heteroscedastic distributions which were
nonnormal and positively skewed.  These violations were also present when the data
were examined separately for each ethnic group, as well as for the total sample.  The
data were then examined for the presence of extreme outliers that could be responsible
for the skewed distributions.  Extreme outliers were then removed from the sample,
and the variables were reexamined for normality and homogeneity of variance,
however, the removal of outliers did not normalize the distributions.
The independent measures of Parent Health Locus of Control (PHLOC),
Equity Attribution Beliefs (EA), Self-Efficacy (SE), and Acculturation (ACC) were
then examined for normality both within and between groups.  Only the variable of
Self-Efficacy was found to have a distribution within acceptable limits.
As a result of the significant violations of the assumptions of normality and
homoscedasticity, several mathematical data transformations were attempted in order
to correct for these problems, including logarithm, square root, cube, and reciprocal
transformations of all data.  Only the logarithmic and square root transformations
successfully “cured” some of the data.  However, it is not possible to have a
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logarithmic or square root function of zero, thus, all responses with a value of zero
were excluded from the data set.  This created a systematic exclusion of cases from the
final data set and, as a result, these transformations were ultimately deemed
unacceptable.
A value constant was then added to all data in an attempt to correct for this
systematic exclusion, and all mathematical transformations were performed again.
Once again, the logarithmic and square root functions corrected for the violations of
normality for some of the data, but were not successful in achieving both normality
and homoscedasticity/homogeneity of variance across groups.  Due to the fact that
there was no single data transformation that corrected for violations of these
assumptions across variables, including the removal of outliers, and that the majority
of variables under investigation could not be transformed at all in order to meet the
statistical assumptions necessary to perform data analyses, the decision was made to
use the untransformed data in all analyses.
However, by doing so, the serious violations of the statistical assumptions of
normality and homoscedasticity may have an even greater impact on the statistical
validity of the analyses performed, and should be given proper consideration when
interpreting the results of such analyses.  As was previously discussed, it is likely that
the lack of normality and homoscedasticity/homogeneity of variance of the data across
groups in this sample are likely reflective of methodological issues, such as low
statistical power due to small sample size, variability in recruitment procedures across
groups, and subject heterogeneity due to site-specific characteristics and selection
bias.  As a result, in order to accurately detect between-groups differences related to
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the variables in question, actual differences of great magnitude would have to exist in
the real-world in order to overcome large within-groups variations (Kazdin, 1992).
However, it is also possible that the non-normal distributions reflect actual phenomena
occurring within the sample population.  Thus, there is significant controversy within
the scientific community regarding the robustness of statistical procedures using
nonnormal data and the impact of assumption violations on the conclusions that can be
drawn.
In general, the Univariate Analysis of Variance and Covariance procedures
(ANOVA/ANCOVA), and Multivariate Analysis of Variance and Covariance
procedures (MANOVA/MANCOVA) are considered to be robust in the face of
moderate violations of statistical assumptions, with mild inflation of the Type I error
rate (Hair, Anderson, Tatham, & Black, 1995, Runyon & Haber, 1991,
Weinfurt,1995).   If nonnormality of a distribution with a moderate sample size is
caused by skewness rather than the presence of outliers, one can generally assume that
such statistical tests can accommodate departures from normality, particularly after
data transformations are used to correct this problem (Hair et al, 1995, Runyon &
Haber, 1991).
Weinfurt (1995) also suggested that ANOVA and MANOVA procedures are
fairly robust in terms of Type I error except in cases of extreme platykurtic (flat)
distributions, and that nonnormality will have a small effect on the statistical power or
actual alpha level of the analysis. In addition, when there is a relatively equal number
of subjects across groups, inequality of the variance-covariance matrices across groups
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has minimal impact on statistical power when using MANOVA (Hair et al, 1995,
Weinfurt, 1995).
However, when there is a markedly unequal number of subjects across groups
and significant departures from normality caused by both skew and outliers, as is the
case with this sample, a lack of homogeneity of variance-covariance will result in a
larger reduction in statistical power and a greater inflation of the Type I error rate
when performing ANOVA/ANCOVA, and MANOVA/MANCOVA (Hair et al, 1995,
Weinfurt, 1995).
In addition, although multiple regression analysis is generally robust when the
normality assumption is violated, a violation of the assumption of linearity can have a
significant impact on the generalizability of the results, as highly collinear variables
can cause distortion in the results of the regression equation (Hair et al, 1995; Leech,
Gliner, Morgan, & Harmon, 2003).   Likewise, heteroscedasticity (the unequal
dispersion of data values) that is caused by skewness causes the predictions of a
regression equation to be more accurate at some levels of the independent variable
than at other levels (Hair et al., 1995).  Thus, regression analyses based upon collinear
and heteroscedastic variables are either too conservative (resulting in a larger Type I
error rate) or too sensitive (resulting in a larger Type II error rate).
Given the impact of multicollinearity and heteroscedasticity on the validity of
the regression analyses, that predictor variables were examined graphically and
statistically and were found to violate these assumptions.  Furthermore, data
transformations did not resolve the problem of multicollinearity.
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Hence, the results of the statistical analyses performed in this study should be
interpreted with caution, as the validity of data analyses was compromised by
violations of these statistical assumptions.
Hypothesis I
To test the hypothesis that some linear combination of the variables of parental
HLOC orientation (PHLOC), culturally-based health beliefs (EA), self-efficacy (SE),
and acculturation (ACC) would predict rates of health care utilization (MVIS,
MHVIS, PVIS, and TVIS) by low-income Latino and non-Latino White parents,
simple and multiple regression analyses were performed.
According to Hair et al. (1995), specification error that results from “the
inclusion of irrelevant variables or the omission of relevant variables” (p. 102) is one
of the most problematic mistakes that are made in regression.  The inclusion of
irrelevant variables reduces model parsimony, may mask the effects of other useful
variables, reduces the precision of significance-testing, and ultimately reduces an
accurate interpretation of results (Hair et al., 1995).  Likewise, the omission of
relevant variables decreases the predictive accuracy of the model as the effects of
these variables on the criterion variable are never tested (Hair et al., 1995).  The best
way to avoid specification error is by using theoretical or a priori knowledge (based on
previous models or research) to select variables for the regression equations.
However, given the exploratory nature of the study and the dearth of previous
relevant research, the theoretical and conceptual foundation on which to base the
selection of independent variables that would yield the most parsimonious regression
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equation was limited.  This problem was complicated by the smaller sample size of the
study which reduced power and inflated the Type I and Type II error rates.
Thus, in an effort to improve the accuracy of variables selection and to
accommodate the exploratory nature of the research question, bivariate correlations
between the demographic variables of race/ethnicity (R) and socioeconomic status
(SES), the independent variables PHLOC, EA, SE, and ACC, and the dependent
variables MVIS, MHVIS, PVIS, and TVIS were examined first in order to identify
significant relationships between variables.  Correlation coefficients for the
demographic and psychological variables and rates of health care utilization were
examined for the total sample, as well as for the LP and NWP groups separately.
Variables that were significantly correlated with the dependent variables were
then entered into simple and simultaneous multiple regression equations.
Simultaneous multiple regression computes the regression equation by entering all the
predictor variables in one step, and uses a least square fit to obtain the best linear
combination of variables (Leech et al, 2003).  Once again, this method of model
prediction was selected due to the exploratory nature of the study, and to account for
the lack of any a priori knowledge regarding the potential predictor power of the
independent variables.
In addition, simultaneous multiple regression procedures were employed as
opposed to stepwise multiple regression procedures since the data possessed
significant violations of the assumptions necessary for regression analyses.  Although
stepwise procedures such as the backward elimination process (in which the regression
equation is first computed using all the predictor variables, then the equation is rerun
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several times, sequentially eliminating any predictor variables that do not contribute
significantly in the regression equation, thereby finding the best regression estimates)
can be useful when a researcher is exploring data without an a priori hypothesis (Hair
et al, 1995), the probability of Type I error is typically much greater than the
commonly accepted alpha level of .05 (Leech et al, 2003).  This inflation of Type I
error usually occurs because the researcher is able to enter a larger number of
independent variables into the equation than he/she would when using a planned
procedure such as hierarchical regression, as well as because the computer takes
advantage of even small differences in the variables, which reduces the
generalizability of the findings  (Leech et al, 2003).  Furthermore, this process is often
referred to as “data mining” since the computer, rather than the researcher, selects
variables for inclusion or exclusion in the regression equation (Leech et al, 2003).
Thus, given that the violations of the assumptions of normality, linearity, and
homogeneity of variance may have already caused an inflation of the Type I error rate
and a reduction in the generalizability of any statistical results, the simultaneous
multiple regression procedure was selected as the most conservative method of model
prediction.
Hypothesis II
To test the hypothesis that Latino parent will have lower rates of health care
utilization than non-Latino White parents, the differences between groups were
assessed using Univariate ANCOVA procedures.  One univariate ANCOVA was
conducted to compare the means of the two groups on the overall measure of health
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care utilization, Total number of Health Care Visits (TVIS), using SES as a covariate
in the procedure.
Three univariate ANCOVA tests were then performed to examine group
differences on the three dependent variables that made up the variable of total health
care utilization, enabling the researcher to determine if the groups differed
significantly with regard to a specific type of health care service.  SES was also
included as a covariate in the univariate tests.  The first ANCOVA examined
differences between Latino parent and non-Latino White parents on MVIS, the second
ANCOVA examined differences between the LP and NWP groups on MHVIS, the
third ANCOVA examined differences between groups on PVIS.
Hypothesis III
To test the hypothesis that Latino parents (LP) would be less likely to endorse
parental influences over their child’s health (PHLOC orientation), will have lower
levels of self-efficacy (SE), lower levels of acculturation (ACC), and will endorse
more culturally-based health beliefs (EA) than non-Latino White parents (NWP) of
similar SES level, a Multivariate Analysis of Covariance (MANCOVA) was
conducted.  The MANCOVA was performed in order to reduce the Type I error rate.
In addition, for the purposes of this study, it was assumed that the psychosocial
variables had some intrinsic relationship to each other in that they measure parental
attitudes.  Thus, by combining these variables into one multivariate analysis, the
researcher was able to investigate overall group differences, as well as differences
which may exist among combinations of dependent variables that may not be apparent
when using univariate tests (Hair et al, 1995).   The first MANCOVA examines the
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differences between the LP group and NWP group on PHLOC, SE, ACC, and EA,
using SES as a covariate.
The MANCOVA procedure also produced four univariate ANCOVAs, which
compared the means of the two groups on each of the psychological variables,
PHLOC, SE, ACC, and EA.  SES was entered as a covariate in the ANCOVA
procedures.  The first ANCOVA examined differences between Latino parent and
non-Latino White parents on PHLOC.  The second ANCOVA examined differences
between groups on SE.  The third ANCOVA examined differences between groups on
ACC.  The fourth ANCOVA examined differences between groups on EA.
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CHAPTER 4: RESULTS
Participants
Table 1 details demographic characteristics of the LP and NWP groups.
The total sample consisted of 88 parents.  77.3% of the parents who participated were
women, 22.7% were men.  The mean SES level was 2.4 (SD=1.44, range= 1 to 5), or
Class II.  Within the Total sample , 33 (37.5%) parents fell within Class I, 21 (23.9%)
parents fell within Class II, 13 (14.8%) parents fell within Class III, 8 (9.1%) parents
fell within Class IV, and 13 (14.8%) parents fell within Class V.  Thus, 76.1% of the
participants fell within the lowest three levels of socioeconomic status.
The Latino Parent group consisted of 51 parents and represented 58% of the
total sample.  With regard to SES, 94.1% of the Latino sample fell within the lowest
three levels of socioeconomic status. The White Parent group consisted of 37 parents,
comprising 42% of the total sample. With regard to SES, 51.4% of the White sample
fell within the lowest three levels of socioeconomic status. Table 1 also includes the
results of a chi-square analysis which revealed a significant difference between the LP
and NWP groups with regard to socioeconomic status (SES).
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Table 1.  Demographic Characteristics of the LP and NWP Groups
Variable Total Sample
(N=88)
LP
(N=51)
NWP
(N=37)
_2 value p value
Gender
Female
Male
68 (77.3%)
20 (22.7%)
41 (80.4%)
10 (19.6%)
27 (73.0%)
10 (27.0%)
Level of SES
I
II
III
IV
V
M (SD)
33 (37.5%)
21 (23.9%)
13 (14.8%)
8 (9.1%)
13 (14.8%)
2.4 (1.44)
29 (56.9%)
15 (29.4%)
4 (7.8%)
0 (0.0%)
3 (5.9%)
1.69 (1.05)
4 (10.8%)
6 (16.2%)
9 (24.3%)
8 (21.6%)
10 (27.0%)
3.38 (1.34)
35.151 .0001
Preliminary Analyses
As was previously discussed, the sampling distributions for the four predictor
variables (PHLOC, SE, ACC, and EA) and the four criterion variables (MVIS,
MHVIS, PVIS, and TVIS) were examined graphically and statistically.  All
distributions were found to be lack normality and homogeneity of
variance/homoscedasticity, and could not be successfully transformed in order to
create a normal distribution of the variables.
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Mean scores and standard deviations are presented in Table 2 for the
independent variables, PHLOC, SE, ACC, and EA, as well as for the for the dependent
variables, MVIS, MHVIS, PVIS, and TVIS for the total sample and by group.
Table 2.  Means and Standard Deviation Scores by Group
Measure M(SD) by Group
LP NWP Total
N=51 N=37 N=88
Independent Variables
PHLOC 34.18(6.46)         38.24(3.01)      35.89(5.64)
SE 31.29(6.18)         31.03(5.38)      31.18(5.83)
ACC 26.96(10.11)       55.51(2.99)    38.97(16.23)
EA 29.08(10.22)       19.27(6.98)    24.95(10.19)
Dependent Variables
MVIS 8.67(9.43)              6.84(6.92)       7.90(8.47)
MHVIS 9.53(21.65)              .41(1.54)     5.69(17.06)
PVIS 11.84(21.39)          3.49(2.29)     8.33(16.80)
TVIS 30.04(44.97)        10.73(7.43)   21.92(35.73)
Note:  PHLOC=Parent Health Locus of Control; SE=Self-Efficacy;
ACC=Acculturation; EA=Equity Attribution beliefs; MVIS=# of Medical Care Visits;
MHVIS=# of Mental Health Care Visits; PVIS=# of Preventive Health Care Visits;
TVIS=# of Total Health Care Visits.
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Variable Selection and Correlations
As was discussed in Chapter 3, the exploratory nature of the study, paired with
low power due to smaller sample size and violations of statistical assumptions,
presented potential problems with regard to specification error and the selection of
variables for the regression equations.  Thus, the decision was made to include only
those demographic and independent variables that were significantly correlated with
the dependent variables in the regression equations in an effort to limit the number of
independent variables in the analyses and to maximize power.  Pearson correlation
coefficients were then computed and examined between the demographic variables,
independent variables, and the dependent variables in order to identify independent
variables with significant relationships to the dependent variables that could be used in
the regressions.
However, although this decision rule may have helped to provide an a priori
method of determining the most appropriate and parsimonious regression equations to
compute, it presented several limitations upon closer examination of the data.  The
Pearson correlation coefficient is less reliable when the data are non-normal,
nonlinear, and heteroscedastic.  For example, substantial nonlinear effects can
decrease the overall correlational value between variables, and heteroscedasticity can
distort the true correlation between different levels of the variables (Hair et al., 1995).
As a result, when using significant Pearson correlation coefficients to determine
variables to be entered into the regression equation, some important variables may be
included or excluded, or the prediction may only be appropriate or valid for certain
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values of the independent and dependent variables (Gliner, Morgan, & Harmon, 2002;
Hair et al., 1995).
Thus, the nonparametric version of the Pearson correlation coefficient, the
Spearman rho, was also computed.  The Spearman correlation coefficient is actually a
Pearson correlation coefficient that has been computed based upon the rank-order of
the data rather than the actual values, therefore, it is typically used when determining
the strength of association between ordinal data (Hair et al., 1995).  However, it can be
more appropriate than its parametric version for use with interval data when the data
violate statistical assumptions (Gliner, Morgan, & Harmon, 2002).
Hence, both the Pearson and Spearman correlation coefficients were examined
in order to identify variables for the regression equations and are presented here in
order to illustrate the effects of nonlinearity, nonnormality, and heteroscedasticity on
the correlational relationship between variables.  It was decided that the Spearman
correlation coefficient was the more conservative of the two with regard to Type I and
Type II error, and therefore should be used when employing the decision rule due to
the violations of the statistical assumptions.  However, it should be noted that since the
data are metric and interval in nature, the regression equations are computed using the
actual values of each variable.  As a result, although the nonparametric correlation
coefficient was used to provide a more theoretical and conservative a priori method of
variable selection, the regression equations reflect the associations and predictive
values of the actual data.  This is an important distinction when examining the
regression results, as often variables were selected because they had significant
Spearman correlation coefficients (again, considered to be the more conservative and
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accurate statistic due to data characteristics), but did not have significant Pearson
correlation coefficients.  In such cases, the regression equations were often not
significant.  This had implications for the interpretation of results, and is addressed in
Chapter 5.
Total Sample
Within the total sample, there were no significant correlations based upon the
Pearson and Spearman correlation coefficients between any of the independent or
demographic variables and the number of medical visits (MVIS) .
Based upon the Pearson correlation coefficients, the following independent
variables were significantly correlated with the number of mental health visits
(MHVIS):  Ethnicity (r = -.266, p = .012), and Equity Attribution Beliefs (EA r = .234,
p = .028).  Based upon the Spearman correlation coefficients, the following variables
were significantly correlated with the number of mental health visits (MHVIS):
Ethnicity (r = -.399, p = .0001), socioeconomic status (SES r = -.322, p = .002),
Acculturation (ACC r = -.396, p = .0001), and Equity Attribution Beliefs (EA r = .474,
p = .0001).
Based upon the Pearson correlation coefficients, the following independent
variables were significantly correlated with the number of preventive health care visits
(PVIS):  Ethnicity ( r = -.247, p = .020), and Acculturation (ACC r = -.222, p = .037).
Based upon the Spearman correlation coefficients, there were no significant
correlations between the independent variables and the number of preventive health
care visits.
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Based upon the Pearson correlation coefficients, only the variable of Ethnicity
was significantly correlated with the total number of health care visits (TVIS):
Ethnicity (r = -.268, p = .012).  Based upon the Spearman correlation coefficients,
there were no significant correlations between the independent variables and the total
number of health care visits (TVIS).
Latino Parent Group
Within the LP group only, there were no significant correlations between any
of the independent variables and the number of medical visits (MVIS), the number of
preventive health care visits (PVIS), or the total number of health care visits (TVIS).
Based upon the Pearson correlation coefficients, there were no variables
significantly correlated with the number of mental health care visits (MHVIS),
however, the Spearman correlation coefficient revealed a significant association
between Equity Attribution beliefs (EA r = .384, p = .005) and the number of mental
health care visits in the LP group.
Non-Latino White Parent Group
Within the NWP group only, there were no significant correlations based upon
Pearson correlation coefficients between the independent variables and the number of
medical care visits (MVIS), however, the Spearman correlation coefficient indicated a
significant relationship between Acculturation (ACC r = .389, p = .017) and MVIS.
Based upon the Pearson correlation coefficients, Equity Attribution beliefs (EA
r = .347, p = .035) were significantly correlated with the number of mental health care
(MHVIS) in the NWP group, however, there were no significant correlations based on
the Spearman correlation coefficient.
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Based upon the Pearson correlation coefficients, Parent Health Locus of
Control (PHLOC r = -.327, p = .048) was significantly correlated with the number of
preventive health care visits (PVIS) in the NWP group.  The Spearman correlation
coefficient revealed significant correlations between PVIS and Acculturation (ACC r
= -.437, p = .007), and Parent Health Locus of Control (PHLOC r = -.406, p = .013).
Based upon the Pearson correlation coefficients, Self Efficacy (SE r = -.333, p
= .044) was significantly negatively correlated with the total number of health care
visits (TVIS) in the NWP group.  The Spearman correlation coefficient also revealed
that Self Efficacy was negatively correlated with TVIS (SE  r = -.376, p = .022).
Hypothesis I
Total Sample
The proposed hypothesis suggested that the variables of parent health locus of
control orientation, health beliefs, self-efficacy, and acculturation would predict rates
of health care utilization by low-income Latino and non-Latino White parents.
However, correlation analyses revealed that these variables were unrelated to the
overall measure of health care utilization, total number of health care visits (TVIS),
nor were they related to the number of medical care visits (MVIS) or preventive care
visits (PVIS) within the total sample. Thus, no regression analyses were performed
using these dependent variables.  
Correlation analyses did reveal significant relationships between the variables
of Ethnicity, SES, Acculturation, and Equity Attribution beliefs and the number of
mental health visits.  Thus, one regression analysis was performed using these
variables as predictor variables for the number of mental health visits (MHVIS).
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Table 3 shows the results of the Multiple Regression Analysis for MHVIS in
the total sample.  Results indicated that The R and R2 values were not significant,
therefore, this combination of variables did not predict the number of mental health
care visits among Latino and non-Latino parents in this sample.
Table 3.  Multiple Regression Predicting the Number of Mental Health Visits
(MHVIS) Among Total Sample
Model Predictor(s) B SE B _ F Model
1
(Constant)
Ethnicity
SES
Acculturation
EA Beliefs
8.941
-12.54
-.524
.240
.259
9.775
7.39
1.70
.247
.211
--
-.365
-.044
.228
.155
2.198
  Model 1: R2 = .096, Adjusted R2=  .052, R=  .310, df: 4,83    *p < .05.
Latino Parent Group
Hypothesis I was also tested within the LP group only.  Using only correlated
variables, a simple regression analysis was performed to test whether or not Equity
Attribution beliefs (EA)  predicted the number of mental health care visits made by
Latino parents in the past year.  Table 4 shows the results of the regression analysis for
MHVIS.  Results of this regression equation were not significant, indicating that EA
beliefs did not predict the number of mental health visits (MHVIS) among Latino
parents.
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Table 4.  Simple Regression Analysis Predicting the Number of Mental Health
Visits (MHVIS) Among Latino Parent Group Only.
Model Predictor(s) B SE B _ F Model
1
(Constant)
EA  Beliefs
1.23
.286
9.23
.300
--
.135
.907
              Model 1:  R2 = .018, Adjusted R2=  -.002,  R=  .135, df: 1,49     * p < .05.
Non-Latino White Parent Group
Hypothesis I was then tested within the NWP group only.  Using only the
correlated variables, three regression analyses were performed.  Table 5 shows the
results of the regression analysis for ACC and MVIS.  Results of this regression
equation were not significant, indicating that Acculturation did not predict the number
of medical care visits among non-Latino White parents.
Table 5.  Simple Regression Analysis predicting the Number of Medical Care Visits
(MVIS) among non-Latino White Parent Group Only.
Model Predictor(s) B SE B _ F Model
1
(Constant)
Acculturation
-26.32
.597
20.969
.377
--
.259
2.508
  Model 1: R2 = .067, Adjusted R2=  .040,  R=  .259, df: 1,35       * p < .05.
Table 6 shows the results of the Multiple Regression analysis for ACC,
PHLOC, and PVIS.  Results of this regression equation were not significant,
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indicating that Acculturation and Parent Health Locus of Control Orientation did not
predict the number of preventive health care visits among non-Latino White parents.
Table 6.  Multiple Regression Analysis Predicting the Number of Preventive Health
Care Visits (PVIS) Among non-Latino White Parent Group Only.
Model Predictor(s) B SE B _ F Model
1
(Constant)
Acculturation
PHLOC
19.59
-.157
-.193
7.15
.130
.129
--
-.205
-.254
2.86
  Model 1: R2 = .144, Adjusted R2=  .093,  R=  .379, df: 2,34       * p < .05.
Table 7 shows the results of the regression analysis for SE and TVIS.  Results
of this regression equation revealed an R value that was significant, (R=.333, R2=.086,
p= .044), indicating that Self-efficacy accounted for 8.6% of the variance in the
criterion variable, Total number of health care visits, among non-Latino White
parents.
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Table 7.  Simple Regression Analysis Predicting the number of total health
care visits (TVIS) among non-Latino White Parent Group only.
Model Predictor(s) B SE B _ F Model
1
(Constant)
Self-Efficacy
25.00
-.460
6.93
.220
--
-.333
4.37
   Model 1: R2 = .111*, Adjusted R2=  .086*,  R=  .333*, df: 1,35  * p < .05.
Hypothesis II
 In order to test the hypothesis that Latino parents would have lower rates of
health care utilization than non-Latino White parents of similar SES level, one
univariate ANCOVA was conducted to compare the means for the LP and NWP
groups on TVIS, the total number of health care visits, using SES as a covariate.
Results (Table 8) revealed that when controlling for differences in SES between the
two groups, Latino and non-Latino White parents did differ significantly on the total
number of health care visits (TVIS), with Latino parents having a higher number of
total health care visits than non-Latino White parents.
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Table 8.  Univariate Analysis of Covariates: Difference Between Groups on Total
Number of Health Care Visits in Previous Year (TVIS)
 Dependent Variables
                       Group
M(SD) F(df) Eta2 p
TVIS
                      LP
                      NWP
21.92(35.73)
30.04(44.97)
10.73(7.43)
4.51(1,85) .050 .037*
*Significant at the .05 level
Three univariate ANCOVAs were then conducted to examine group
differences on each of the individual dependent variables, MVIS, PVIS, and MHVIS
that comprised the variable of TVIS, when controlling for differences in SES.  Results
(Table 9) revealed that the two groups differed significantly with regard to the number
of preventive health care visits (PVIS), with Latino parents reporting a significantly
greater number of preventive care visits for their children than non-Latino White
parents.  The Latino and non-Latino White parents did not differ significantly with
regard to the number of medical care visits (MVIS) or mental health care visits
(MHVIS), although the p value approached significance for MHVIS. Specifically,
Latino parents reported an almost statistically significantly greater number of mental
health care visits than did non-Latino White parents.
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Table 9.  Univariate Analyses of Covariates: Differences Between Groups for MVIS,
MHVIS, and PVIS
 Dependent Variables
                       Group
M(SD) F(df) Eta2 p
MVIS
                      LP
                      NWP
7.90(8.47)
8.67(9.43)
6.84(6.92)
.779 (1,85 .009 .380
MHVIS
                      LP
                      NWP
5.69(17.06)
9.53(21.65)
.41(1.54)
3.497(1,85) .040 .065
PVIS
                      LP
                      NWP
8.33(16.80)
11.84(21.39)
3.49(2.29)
4.62(1,85) .052 .034*
*Significant at the .05 level
Hypothesis III.
In order to test the hypothesis that Latino parents would be less likely to
endorse parental influences over their child’s health (PHLOC), would have lower
levels of self-efficacy (SE), lower levels of acculturation (ACC), and would endorse
more culturally-based causal attributions (EA) than non-Latino White parents of
similar SES level, a MANCOVA was  conducted to investigate the differences
between the LP and NWP groups on the dependent variate created by combining the
four psychosocial variables, using SES as a covariate.  Results of the MANCOVA
(Table 10) revealed a significant main effect for Ethnicity, accounting for 65% of the
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variance in the dependent variate after the removal of any variance accounted for by
differences in SES between the two groups.
Table 10.  Multivariate Analyses of Covariates: Differences Between Groups
Dependent
Variables
F (df) Eta2 p
PHLOC, SE,
ACC, and EA
38.06 (4,82) .650 .0001*
  Note. Hotelling’s Trace F is reported.
  *Significant at the .05 level
 Tests of Between-Subjects effects (univariate ANCOVAs) were then examined
in order to identify the specific nature of group differences.  Results of the four
univariate ANCOVAs comparing the means for the LP and NWP groups on PHLOC,
SE, ACC, and EA are presented in Table 11.   Results (Table 11) revealed significant
between-groups differences on levels of acculturation (ACC), and equity attribution
beliefs (EA), after controlling for SES.  Specifically, non-Latino White parents were
more acculturated toward Anglo-American culture than Latino parents, and Latino
parents endorsed more Equity Attribution beliefs than non-Latino White parents.  No
between-groups differences were found on the measure of parental self-efficacy (SE).
The data also revealed a trend with regard to parent health locus of control orientation
between the two groups.  Although the difference in PHLOC scores was not
statistically significant, it approached significance, suggesting that non-Latino White
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parents are more likely to endorse internal or parental control over their child’s health
than are Latino parents.
Table 11.  Univariate Analyses of Covariates for PHLOC, SE, ACC, and EA
Dependent Variables
                       Group
M(SD) F(df) Eta2 p
PHLOC
                      LP
                      NWP
35.89(5.64)
34.18(3.01)
38.24(6.46)
3.27 (1,85) .037 .074
SE
                      LP
                      NWP
31.18(5.83)
31.29(6.19)
31.03(5.83)
.277(1,85) .003 .600
ACC
                      LP
                      NWP
38.97(16.23)
26.97(10.11)
55.51(2.99)
152.09(1,85) .641    .0001**
EA
                      LP
                      NWP
24.95(10.19)
29.07(10.22)
19.27(6.98)
6.39(1,85) .070  .013*
    *Significant at the .05 level;  **Significant at the .01 level
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CHAPTER 5: DISCUSSION
The purpose of the present study was to explore the relationship between
health care utilization by low-income Latino and non-Latino White parents and the
following variables:  (1) parent health locus of control orientation (PHLOC), (2) health
beliefs (HB), (3) self-efficacy (SE), and (4) acculturation (ACC).  Second, this study
attempted to investigate whether or not low-income Latino and non-Latino White
parents differed with regard to rates of health care utilization.  Third, this study
attempted to investigate whether or not low-income Latino and non-Latino White
parents differed with regard to their HLOC orientation, health beliefs, sense of self-
efficacy, and levels of acculturation.
Before the results related to Hypotheses I, II, and III are discussed and
interpreted with regard to their theoretical and conceptual meaning, the impact of data
characteristics on the statistical analyses and ultimate results should be addressed.
Once it became apparent that the data did not conform to acceptable limits with regard
to the statistical assumptions of the analyses, attempts were made to transform or
“cure” the data in order to eliminate these violations and hopefully improve the power
and validity of the statistical tests.  However, the data were resistant to transformation.
Upon further consideration, it was suspected that the inability of mathematical
transformations to “cure” the data reflected sampling or measurement problems, and
that the data were not an accurate depiction of the true phenomena being studied.  This
led to concerns regarding the interpretation of any significant findings due to an
inflation of Type I error rate.  Thus, the researcher attempted to account for the
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inflated Type I error rate by employing a more conservative decision-making process
during the data analysis phase.
However, it may have also inadvertently increased the Type II error rate in two
important ways that may be most apparent when interpreting the results of correlations
and regression equations used to test Hypothesis I.  Two correlation coefficients were
examined to select independent variables for the regressions, but the more
conservative coefficient was ultimately utilized in the decision rule.  This decision was
made because it was felt that the Pearson correlation coefficient, which was more
susceptible to the data violations of normality and homoscedasticity, was not an
accurate measurement of the true association between the variables.  Yet, again this
decision reflects the assumption that all population distributions are normal, and that
the data were nonnormal primarily because of methodological flaws (i.e. participant
recruitment, selection bias, sample size).  However, it is possible that the actual
distributions (versus the theoretical population distributions) were nonnormal and
resistant to transformations because they were representative of true phenomena
occurring in the sample.  Thus, by excluding variables a priori that were not
significantly correlated based upon the conservative Spearman correlation coefficient,
it is possible that the data analyses did not detect relevant associations and
relationships between the predictor variables and rates of health care utilization in this
sample, a fact that may explain why significant correlations were found, but often
predictive relationships were not.
As a result, when interpreting the results related to the hypotheses, it could be
overly cautious or dismissive to assume that the results are invalid due to sampling
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problems or data considerations.  Likewise, it could be frivolous to draw conclusions
regarding the hypotheses based upon data with so many statistical violations.   Thus,
in this discussion, an effort will be made to present the potential theoretical
implications of results that did not support the hypotheses and any alternative
explanations of the phenomena observed within this population, with the caveat that
the results should be interpreted with caution due to limitations of the research design
and data.
Health Care Utilization and the Role of Cultural Barriers to Care
First and foremost, this study attempted to establish a relationship between
health locus of control orientation, health beliefs, self-efficacy, and acculturation and
the help-seeking practices of Latino and non-Latino White parents (Hypothesis I).
Specifically, this study proposed that parents’ health locus of control orientation,
health beliefs, parent’s sense of self-efficacy, and parents’ level of acculturation would
predict rates of health care utilization for the children of low-income Latino and non-
Latino White parents.  In general, results of this study did not support this hypothesis.
Hence, the data were then examined more closely with regard to the specific
type of health care services being utilized in order to explore alternative trends or
explanations for the data.  As a result, several variables were found to be correlated
with rates of mental health care utilization.  Specifically, it was found that higher rates
of mental health care use was associated with having Latino ethnic status, lower
socioeconomic status, lower levels of acculturation (i.e. to be less acculturated to the
Anglo-American culture), and stronger endorsement of culturally-based health
attribution beliefs.  However, although correlational analyses indicated that these
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variables had some degree of association with mental health care utilization,
regression analyses revealed that they were not predictive of parents’ tendency to use
mental health care services for their children.
Given the lack of significant findings, the data were then examined by group to
investigate whether the independent variables were predictive of health care utilization
among one group of parents, but not the other, thereby decreasing the overall
goodness-of-fit of the prediction model.
Significant correlations were found suggesting that self-efficacy, health locus
of control, and acculturation were associated with rates of health care utilization
among non-Latino White parents.  Specifically, as level of acculturation increased
among non-Latino White parents, use of medical care services increased, yet,
acculturation was not found to be a significant predictor of use of medical services.
Acculturation and health locus of control orientation were also associated with
preventive health care use among the NLP group, however, the relationship was
ultimately not a predictive one.  The only variable that was found to have any
predictive value for rates of health care utilization among non-Latino White parents
was self-efficacy, accounting for a very small amount of variance (8.6%) in rates of
health care use in this group.  Specifically, non-Latino White parents with lower levels
of self-efficacy had higher total rates of utilization of health care services.
In addition, a significant positive correlation was found between Equity
Attribution beliefs (culturally-based attributions) and rates of mental health care use
among Latino parents.  Yet, no predictive relationship was found between these two
variables.
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The lack of support for Hypothesis I can be interpreted several ways.  One
possible (and obvious) interpretation is that the null hypothesis is, in fact, true, and
that the psychosocial variables studied are unrelated and are not useful predictors of
rates of health care utilization among low-income Latino and non-Latino White
parents.  While this conclusion contradicts those of previous investigations in which
factors related to attitudes and beliefs have indeed been demonstrated to influence the
help-seeking practices of individuals, it is possible that the current theory is not
appropriate for use with the population studied, and that health locus of control
orientation, self-efficacy, health beliefs, and acculturation levels do not predict health
care utilization in low-income Latino and non-Latino White parents.
However, this conclusion is based solely on the lack of significance of the
regression equations, and due to the aforementioned caveats and pitfalls of this strict
interpretation, the relationship of the independent variables to health care utilization
among the two groups should be discussed with regard to possible trends that may
exist.
Health Locus of Control
As was discussed in Chapter 2, numerous research studies have established
that health locus of control orientation is related to health care use, can discriminate
between users and non-users of health care services, and that perceptions of control
influence parents’ participation in therapeutic decision-making and treatment for their
children (Bundek, Marks, & Richardson, 1993; Copeland, Silberberg, and
Pfefferbaum,1983; Goldsteen, Counte, & Goldsteen, 1994; McClean & Pietroni, 1990;
Sarafino, 1994; Slivinske, Fitch, & Mosca, 1994; Tinsley & Holtgrave, 1989;
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Wallston & Wallston, 1978).   Based on such findings, current theory suggests that a
more internal health locus of control orientation leads to greater performance of health
promotion behaviors.
However, most evidence supporting this directional relationship between
health locus of control orientation and help-seeking is specific to preventive health
care use.  In fact, there is some evidence that when it comes to help-seeking for health
problems or illness rather than for purposes of health promotion or maintenance, the
opposite is true (Weist, Proescher, Freedman, Paskewitz, and Flaherty, 1995).  For
example, Weist et al. found that adolescent users of school-based clinic services had a
more external locus of control orientation than non-users.
 One explanation for this difference may relate to the specific source or “locus”
of control espoused by an individual and the nature of the health care services.
Bundek, Marks, & Richardson (1993) found that among Latina women, an internal
control orientation was related to the performance of health behaviors that involved a
large degree of personal control, such as breast self-examination, but a locus of control
orientation that placed a greater emphasis on the power of others such as health care
providers led to the use of services that were highly physician-dependent, such as Pap
smears.  Thus, it is possible that both the strength and direction of the relationship
between health locus of control orientation and health care utilization differ according
to the predisposing need and type of services being used.
With this is mind, one can hypothesize that the failure to find a significant
relationship between PHLOC and health care utilization in this study may be due to
the lack of specificity in the assessment of health care utilization.  The performance of
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health promotion behaviors that are not provider-dependent were not assessed, and
therefore, a potentially important relationship between PHLOC and health behaviors
was overlooked.  However, parents in this study were given the opportunity to
differentiate between the use of preventive services and mental and/or medical
services sought in response to a problem or illness.  Thus, regardless of the direction
of the relationship, in light of previous research, one would have expected to find
some significant association between PHLOC and health care use, yet, this was not the
case.  Again, it is possible that the results indicate that PHLOC is not a significant
factor in the decision-making process when low-income families choose to utilize
health care services for their children.   However, while no predictive relationship was
found between these two variables, health locus of control was correlated with
preventive health care use among non-Latino White parents, who tended to have a
greater sense of personal control than Latino parents.  This finding suggests that there
may, in fact, be an association between PHLOC and use of preventive services, but
that it was not detected in this sample due to methodological problems.
Causal Attributions/Health Beliefs
Although a positive correlation was found between the tendency to hold Equity
Attribution beliefs and the use of mental health services, causal attributions did not
predict rates of mental health care use in this sample.  Other researchers have also
failed to find a relationship between these two variables.  For example, Amen and
Clarke (2001) found that the health beliefs of low-income urban mothers were not
related to use of preventive health care services for their children.  However, the
authors cited the lack of sensitive measures as a possible reason for the lack of
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significant results in their study (Amen & Clarke, 2001), which may also have
occurred in this investigation.  Although parents were given the opportunity to endorse
nontraditional providers such as curanderos or santeros when reporting health care
utilization, the questionnaire may not have adequately assessed the entire scope of
ethnomedical approaches being utilized.  As a result, it is possible that no relationship
was found because parents who held culturally-based beliefs and attributions were not
able to report all services they employed when seeking help for their children.
However, an alternative explanation for the lack of significant findings relates
to the heterogeneity of cultural health beliefs and practices across Latino subgroups.
Ethnomedical beliefs and approaches differ based on the country and culture of origin.
The majority of research reporting a significant relationship between cultural health
beliefs and health care use utilized samples of Latino immigrants, and it is possible
that the importance of such beliefs is lessened among U.S.-born, more acculturated
Latinos.  This hypothesis highlights an important factor that has implications not only
regarding the interpretation of the results of this study, but also for all the theories
being discussed here: the heterogeneity of the Latino population.
Whenever possible, this researcher has attempted to be specific with regard to
research pertaining to Latino subgroups, however, the characteristics of Latino
samples in research (i.e., country of origin) are not always provided in publications.
As a result, there is a tendency to generalize the results of one study to all Latino
populations when, in fact, they may not be applicable to other Latino subgroups or in
different regions of the country.   This oversight in the literature is often due to a lack
of adequate representation of different Latino subgroups within the sample
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populations, and this study is not exempt from this limitation in the research design.
Not only was specific ethnic identity not assessed among Latino participants, but it is
likely that most of the Latino parents in this sample were of Puerto Rican descent,
given that of the 129,000 Latinos living in Philadelphia in the year 2000,
approximately 92,000 were Puerto Rican (U.S. Census Bureau, 2001).  Thus, it is
possible that the association between cultural health beliefs and causal attributions to
health care utilization among Latinos reported in other studies is not applicable to the
Puerto Rican population in Philadelphia that was assessed in this study.  This
limitation applies to all the cultural variables in question, and will be discussed again
later.
Self-Efficacy
It is notable that parenting self-efficacy was the only variable found to have
any predictive power for health care utilization out of the original variables under
investigation.  Whereas it has been established in several studies that self-efficacy can
be predictive of the performance of certain types of health-related behaviors and
health care utilization, results indicating whether this relationship is positive or
negative have been inconsistent, with some studies suggesting that high levels of self-
efficacy promote health care use (Conn, 1998; Friedman, Nelson, Webb, & Hoffman,
1994; Grembowski, Patrick, Diehr, & Durham, 1993; Rimal, 2000; Stuart, Borland,
and McMurray, 1994), and other data suggesting that low levels of self-efficacy lead
to greater use of services (Edwards et al., 2001; Ortega & Alegria, 2002).
In this study, it was originally hypothesized that parents with low levels of
self-efficacy would have lower rates of utilization, assuming that parents who believed
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they could be successful in obtaining services or performing health-related behaviors
would be more likely to do so.  However, results indicated an inverse relationship
between self-efficacy and health care use, with lower levels of self-efficacy being
associated with greater use of services.
This finding may be explained by potential interaction effects or mediating
variables not addressed in this study.  For example, in their study of social-cognitive
factors affecting pediatric primary care use, Janicke & Finney (2003) found that an
interaction effect between parenting self-efficacy and parental stress was the best
predictor of pediatric primary care use, even when child health status was accounted
for.  The authors found that parenting self-efficacy did not affect pediatric primary
care use when parents reported low exposure to stressful events, however, as exposure
to daily hassles and stressors increased, parents with above average levels of parenting
self-efficacy were more likely to utilize services than parents with below average
levels of self-efficacy (Janicke & Finney, 2003).
The concept of self-efficacy is, in fact, closely tied to perceptions of stress and
coping resources.  Stress is defined as, “the condition that results when
person/environment transactions lead the individual to perceive a discrepancy between
the demands of a situation and his or her resources” (Sarafino, 1994, p. 490).  In turn,
parenting self-efficacy refers to the parent’s perceptions that he/she can succeed when
performing parenting activities.  Thus, self-efficacy can be thought of as
representation of a parent’s internal coping resources which affect and/or determine
coping behaviors.  Hence, examining the effect of self-efficacy on parenting behaviors
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such as help-seeking or health care utilization may be futile unless the level of
environmental stress, both actual and perceived, is also examined.
 In this study, parental perceptions of stress and actual stressors were not
assessed, nor did the study account for differences in levels of stress across subjects.
It is plausible that those parents for whom an effect of self-efficacy was found also
experienced greater levels of stress, creating an interaction effect that determined their
use of health care services.  However, if this were true, one would expect to have
found a similar directional relationship as did Janicke & Finney (2003), with higher
self-efficacy leading to greater health care utilization, yet, results indicated an opposite
relationship existed.
As is the case with health locus of control, in the majority of studies which
found a positive relationship between self-efficacy and health care utilization, the
health services and/or health behaviors measured were preventive in nature, such as
diet, exercise, or breast self-examination (Conn, 1998; Friedman et al., 1994;
Grembowski et al., 1993, Mishra et al., 1998).  Yet, in the studies reported here in
which an inverse relationship was detected, the use of primary care or medical
services was assessed (Edwards et al., 2001; Janicke & Finney, 2003; Ortega &
Alegria, 2002).  This difference may again reflect the interaction between variables
such as predisposing need and/or stress and self-efficacy, and may partially explain the
results of this study.  It is possible that when a child has a medical problem or illness
and a clear need for services, parents feel less effective to cope with the problem on
their own, therefore, they seek out medical attention for their child.  Whereas, when a
child is healthy or when problems are minor, parents with higher levels of self-
111
efficacy feel more capable of preventing illness and keeping their child healthy,
therefore, they make use of preventive health care services.
According to this theory, one would have expected to find different significant
relationships between self-efficacy and specific type of services used, such as
preventive and medical health care services.  In light of this theory, the fact that the
only significant relationship found was between self-efficacy and rates of total health
care use may again be due to the fact that other possible mediators were not assessed.
 In addition, it is noteworthy that the effect of self-efficacy on health care
utilization was found only among non-Latino White parents, suggesting that other
variables may have differed systematically between the two ethnic groups (e.g. SES,
parenting stress) that ultimately mediated or moderated this effect.
Acculturation
The failure to find a predictive relationship between acculturation and health
care utilization, particularly among Latino parents, was unexpected and not concurrent
with previous research.  Out of all the “cultural” barriers to care under investigation by
social scientists, acculturation seems to be one of the most promising and many
researchers are devoting their efforts to understanding how it relates to health care use
by Latinos.
At this time, significant evidence suggests that acculturation level is associated
with treatment use.  Cherpitel (2001) found that foreign-born Latinos in the U.S. who
are less acculturated are less likely to use health care services when needed than their
more acculturated U.S.-born counterparts.  Wells et al. (1989) also found that Mexican
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Americans who were less acculturated had a lower probability of seeking mental
health services than those with higher levels of acculturation.
Thus, in this study, it was expected that Latino parents with lower levels of
acculturation would have lower rates of health care use, but contradictory to previous
research, no significant relationship was found.  As was the case with the other
psychosocial variables observed, the lack of significant findings may be explained by
the existence of an interaction relationship between acculturation and other variables
not studied.
One such interaction may be between acculturation and health status or need.
Some studies have indicated that Latinos who are more acculturated actually have
greater health risks than those who are less acculturated and maintain their traditional
cultural values (Sarnoff, Adams, Shauffler, & Abrams, 2001).  As was discussed in
Chapter 2, it is possible that acculturation affects health status or perceived need
among Latinos, which then ultimately affects their decision to seek services from
health providers.  Health status and perceived need were not assessed in this study,
and it is possible that the Latino families in this study did not have the same degree of
need for services as those in other studies finding a relationship between acculturation
and health care use.
In addition, SES may have influenced the role of acculturation in this study.
Evidence has shown that higher levels of acculturation are associated with higher SES
and education level (Negy & Woods, 1992), and that the traditional cultural values
that affect or relate to health prevention behaviors of recent Latino immigrants are
affected by level of education and acculturation (Mikawa et al., 1992).  Over 90% of
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the Latino parents in this study fell within the lowest three levels of socioeconomic
status, thus, there may not have been enough variation in the sample with regard to
SES to adequately explore how SES differences may mediate the role of acculturation
and health care use.
Ironically, acculturation was found to be correlated with health care use among
non-Latino Whites.  However, it should be noted that the researcher debated the utility
of even reporting this finding, as it has no real-world significance.  It was expected
that all the non-Latino White parents would obtain high scores on the acculturation
measure, indicating that they are appropriately acculturated towards Anglo-American
cultural values, and that there would be little variance in acculturation scores among
this group.  This was in fact the case, and the distribution of scores for this variable
among the NLP group possessed a large negative skew, which may explain the fact
that a significant association was found.  In fact, the logic behind assessing the
acculturation levels of Anglo Americans at all has implications for future research and
will be discussed later.
Differences in Health Care Utilization Between Latino and non-Latino White Parents
Hypothesis II proposed that Latino parents would have lower rates of health
care utilization than non-Latino White parents of similar socioeconomic background.
However, this hypothesis was not supported, and in fact, an opposite trend existed
within this sample.  Even when controlling for differences in SES, Latino parents had
higher rates of health care utilization in general.  This difference was mainly
attributable to significant differences in rates of preventive care use, and near-
significant differences in rates of mental health care use.  Of all the results obtained
114
with this data, this is perhaps the most surprising.  There is overwhelming evidence in
the literature that Latinos in general have lower rates of health care utilization than
non-Latino Whites.  Furthermore, these results are not consistent with those of
previous studies that have found that Latino children and children of low
socioeconomic status are less likely to seek and/or receive mental health services
(Brinson & Kotler, 1995; Bussing, Zima, et al., 1998; Ruiz, Venegas-Samuels, &
Alarcon, 1995; Solis et al., 1990; Wallen, 1992).
It is likely that the Latino sample in this study differed significantly from other
Latinos studied in one major way which ultimately can account for the higher rates of
utilization: access to care.  Although this study attempted to investigate the role of
cultural or psychosocial, rather than institutional barriers to health care, those
traditional barriers that hinder access to health care services among Latinos have been
discussed.  Barriers such as lack of insurance and bilingual providers have been well-
established as factors that discourage health care service use among this vulnerable
population (Altarriba & Santiago-Rivera, 1994; Curtis, 1990; Kaplan & Friedman,
1997; Manos et al., 2001; Ruiz et al., 1995; Woodward et al., 1992).  Thus, their
importance to the help-seeking practices of the families within this study cannot be
overlooked.
First and foremost, due to the researcher’s familiarity and experience with the
Latino community from which parents were recruited, it was assumed that most
Latinos were of Puerto Rican descent, and therefore, were eligible for public health
insurance at equal rates as the non-Latino White families.  Thus, access to health
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insurance was not considered to be a major factor within this population, and it was
not measured or controlled across groups.
If this is true, it may explain why the data were inconsistent with those of other
studies finding low rates of use among Latinos.  Most of the literature regarding rates
of health care utilization has focused on Mexican Americans and immigrant
populations vs. US-born populations.  For example, Vega, Kolody, Aguilar-Gaxiola,
& Catalano (1999) reported that the utilization rate of mental health services by
Mexican immigrants with a DSM-III-R diagnosis was only two-fifths of the rate of
utilization among U.S.-born Mexican Americans.  Once again, few studies have
examined barriers to care and rates of health care utilization among Puerto Ricans, and
in general, research related to the health care practices of Puerto Ricans typically
utilized samples of individuals living on the island of Puerto Rico (Vera et al., 1998).
Puerto Rican islanders and Puerto Ricans living within the mainland United States
may differ with regard to cultural or social variables such as SES, access to care, level
of acculturation, and health beliefs.  Thus, trends which have been noted in this
population may not apply to the sample within this study.
It is also possible that utilization trends differ regionally in addition to
culturally, possibly explaining why Latino families in Philadelphia had higher rates of
use than the populations in other studies.  In fact, when Hough, Landsverk, et al.
(1987) analyzed data from the ECA study, they found that rates of utilization of
mental health services did differ significantly between ECA sites.  Specifically,
respondents in the LA sample who had a DSM-III diagnosis had a lower proportion of
mental health visits (14%) when compared with respondents from the other sites with
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a psychiatric diagnosis (16%-20%).  While the reasons for these differences are
unclear, they may be attributable to disparities in state-funded insurance programs,
availability of minority or bilingual providers, or other factors that vary regionally.
However, it still does not account for the fact that Latinos had higher rates of
use than non-Latino Whites, as all the participants were recruited from the same
region in North Philadelphia.  Yet, although it may appear that the Latino and non-
Latino White families had equal access to insurance, providers, and services, upon
closer examination of the data, it is clear that this was probably not the case.
First, in general, the non-Latino White families in the study had a higher
average level of SES (M=Class III) compared to the Latino families (M=Class I).
Although exact income level was not assessed, it is likely that many of these families
fell into the category of the “working poor,” meaning that they were ineligible for
public health insurance typically awarded to unemployed families on receiving public
assistance/welfare, but were also unlikely to have jobs which offered employer-
provided private health insurance.  In fact,  among people living in poverty, the
unemployed are more likely to have health insurance than part-time or full-time
workers (U.S. Census Bureau, 2003).
Secondly, at the time this study was designed, few public schools in the
Philadelphia School District had school-based health services or programs.  Most
health services provided within the school environment consisted of routine vision,
hearing, and health check-ups.  Since every child, regardless of race or ethnicity, is
required to participate in health screenings (performed by the school nurse) and to
have received preventive services such as vaccinations, it was assumed that all
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children of parents in the study had equal access to such services.  In addition,
regardless of the site from which the parent was recruited, all schools had a school
nurse and school counselor which were available to provide school-based services to
the children.
However, there was a two-year lapse between the time the sites were recruited
and the time that data collection began, and data were collected over a period of eight
months (due to complications associated with using Spanish-language translations of
measures and obtaining approval from two different Institutional Review Boards).
During that time, Site 1, from which the majority of Latino families were recruited,
had an influx of school-based behavioral and medical health services.  Site 1 currently
has three mental health agencies providing behavioral health services to children
onsite, one social service agency which assists families with activities such as
obtaining health insurance, and it is the first and only school in the state of
Pennsylvania to have a dental clinic onsite providing free dental services to children in
the school.  In light of this fact, it is not surprising that Latinos in this sample had
higher usage rates of preventive health care services (such as dental cleanings) and
mental health services (such as school-based family therapy) than their non-Latino
White counterparts, who were more likely to have been recruited from Sites 2, 3, 4,
and 5.  Thus, although it was not measured, it is likely that Latinos in this study
actually had greater access to certain types of health care services than non-Latino
Whites, accounting for both the difference between groups in this sample, as well as
the unique findings compared to previous studies.
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While this differential access to services represents a significant confound of
the study that limits the generalizability of the findings and the ability to compare the
two groups, it also points to a potential alternative explanation for the trends observed.
It provides support for the hypothesis that ethnicity, cultural, and/or psychosocial
variables were not the important factors that ultimately lead to help-seeking among
low-income families or account for racial/ethnic differences in rates of use.  Rather,
results may suggest that it is the level of access to care that determines whether or not
families received needed health care services.  Not only did the Latino children have a
greater chance of being in a school that provided more health care services, but as was
previously mentioned, the two groups differed with regard to SES, and it may be that
non-Latino White families in the study were less likely to have access to public health
insurance, diminishing their ability to access services outside the school system.
Granted, minorities are still more likely to live in poverty and to have lower
rates of health insurance than non-minority Whites.  However, it is possible that there
is a subset of non-minority Whites who represent the “working poor,” and who fall
through the cracks in the health care system because they do not qualify for public
health insurance, and yet, they are not the focus of outreach programs targeting low-
income minority children and families.  In fact, data from this study suggest that poor
Latino families may actually have greater access to care than poor non-minority White
families, and that the differences and trends in underutilization that are seen between
minority populations and non-minority Whites diminish or are even reversed among
those poor communities that have received the benefits of such outreach services.
This alternative explanation of the data also has theoretical implications for health
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service delivery among low-income urban populations which will be discussed further
when addressing limitations and directions for future research.
Differences in Cultural Attitudes Between Latino and non-Latino White Parents
Hypothesis III proposed that Latino parents would be less likely to endorse
parental influences over their child’s health (PHLOC), will have lower levels of self-
efficacy (SE), lower levels of acculturation (ACC), and will endorse more culturally-
based causal attributions (EA) than non-Latino White parents of similar SES level.
Results partially supported this hypothesis.
Parent Health Locus of Control and Self-Efficacy
Latino and non-Latino White parents did not differ with regard to their health
locus of control orientation and sense of self-efficacy, although non-Latino White
parents obtained slightly higher PHLOC scores (indicating a greater sense of personal
control) which approached statistically significant levels.  These findings may have
several meaningful interpretations.
Health locus of control orientation and self-efficacy are constructs which relate
to one’s sense of personal control.  Theoretically, they are shaped by one’s learning
history and appraisal of the consequences and contingencies (i.e. success vs. failure) of
one’s actions.  Since this researcher viewed these constructs as “states” rather than
traits, meaning that their development was related to a person’s learning history rather
than individual personality differences, it was expected that individuals with a history
of negative, unsuccessful experiences would have a lower sense of personal control
and efficacy.
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For the purposes of this study, these attitudes or “expectancies” were examined
as they relate specifically to a parent’s sense of control over his/her child’s health and
perceptions of how effective he/she can be in meeting the needs of his/her child.
Thus, the health locus of control orientation and sense of self-efficacy among
participants was assumed to be a product of both the parent’s individual learning
experience throughout his/her life, as well as his/her experiences as a parent.  Given
that Latino children and families are generally more likely to be in poor health, to live
in poverty, and to experience barriers or difficulties when accessing health care
services, and also that ethnic/minority groups in general are more likely to suffer from
discrimination, economic disadvantage, and marginalization from society, it was
assumed that the Latino parents in the sample would be more likely than non-Latino
White parents to have a history of unsuccessful experiences, both as individuals and as
parents.
 In addition, it was theorized that cultural values and background also play a
role in the appraisal and interpretation of events, as different cultures may endorse
different beliefs or “explanations” of the positive and negative events in life.  These
theories of the development of PHLOC orientation and self-efficacy provided the
foundation for the hypothesis that parents of different cultural backgrounds would
differ on these constructs, and that Latino parents would have lower PHLOC and self-
efficacy scores.
However, results did not support this hypothesis.  This Null finding may
indicate that parents’ sense of control over their child’s health does not vary as a
function of race and/or culture, but rather as a function of other variables such as the
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child’s health status, perceived need for services, environmental stressors, and/or
perceptions of barriers to accessing health care.  Since these variables were not
measured, their influence over PHLOC and self-efficacy cannot be ruled out.  It is
quite possible that regardless of racial/ethnic background, parents in this study were
more similar than different with regard to their parenting and general life experiences,
resulting in more similar attitudes.
 One reason for this may be related to socioeconomic status.  While the
average SES of non-Latino White parents was higher than that of Latino parents
(Class III versus Class I, respectively), almost 50% of the non-Latino White parents
were in the lowest three levels of SES, and all parents were living in similarly
disadvantaged neighborhoods in Philadelphia.  Thus, it is plausible that poor non-
Latino White parents also experienced the same patterns of positive and negative
outcomes and appraisals as did the poor Latino parents, which may have been more
important to the development of their PHLOC orientation and sense of self-efficacy
than any cultural differences or variations.
However, it should be noted that the difference between the two groups on
PHLOC approached significance, and therefore, it should not be concluded that
PHLOC orientation does not differ with regard to race/ethnicity.  It is possible that
differences exist, but were simply not detected in this sample due to low power and
sample size.
In fact, of the two constructs,  cultural values and beliefs are likely to play a
greater role in the development of one’s health locus of control orientation rather than
self-efficacy.  Cultural belief systems influence worldviews and the ways in which
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individuals explain events in their lives.  For example, to revisit the concept of causal
attributions and explanatory style, it has been shown that Latinos are more likely than
non-Latino Whites to attribute health and illness to supernatural causes (Falicov, 1999;
Landrine & Klonoff, 1994).  Thus, the source to which one attributes control over life
events or health may be closely related to cultural health attributions and beliefs.
Hence, rather than investigating whether Latino parents have a lower sense of personal
control than non-Latino White parents, it may be more interesting and informative to
go beyond the internal vs. external question, and to evaluate differences in sources of
control among individuals of different cultures.
Causal Attributions/Health Beliefs
In light of this notion, the results of this study indicating that Latino and non-
Latino parents differed significantly with regard to health beliefs becomes more
intriguing and meaningful.  Consistent with previous literature (Bussing et al., 1998;
Landrine & Klonoff, 1994; O’Connor et al., 2002), Latino parents in this study were
more likely to endorse Equity Attribution beliefs than non-Latino White parents.
Thus, they were more likely to believe that illness and health problems represented
punishments by outside forces for violations of societal, community, or cultural
standards, and that good health was a result of one’s conformity to such standards.
This finding supports the notion that culture influences attitudes about health
and illness, and that health beliefs differ with regard to ethnic background.
Furthermore, although health beliefs did not predict rates of health care use in this
sample, previous research has demonstrated that health beliefs influence the types of
services that are utilized by Latinos (Congress & Lyons, 1992; Kittler & Sucher, 1998;
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Murguia et al., 2003).  Although the data clearly do not support the conclusion that
culturally-based causal attributions directly affect health care utilization among low-
income Latino parents, the fact that Latinos and non-Latino Whites differed with
regard to health beliefs, as well as with regard to rates of use of certain types of
services (i.e. preventive health care) at minimum calls attention to the need for a more
thorough investigation of this relationship.
 Furthermore, when taken in conjunction with the near-significant findings
related to parent health locus of control, one must question whether there is a more
complex relationship between these two variables than was previously discussed.
Although none of the variables were found to actually predict health care utilization in
this sample, the role they play in the performance of health-related behaviors among
low-income Latino populations may be more subtle and indirect.  It may be that
cultural values and beliefs, environmental stressors, and learning history all interact to
shape health locus of control orientation and sense of self-efficacy, and that mediating
or moderating relationships between these factors actually account for differences in
the tendency to seek out health care services when needed.
Acculturation
As was expected, non-Latino White parents had significantly higher levels of
acculturation to Anglo-American culture than Latino parents.  While this finding was
statistically significant, as was previously stated, it has little clinical utility.  The
acculturation measure used was designed specifically to assess the acculturation levels
of Latinos, and used language preferences and the ethnicity/racial status of people
within one’s social networks as indicators of acculturation levels.  High scores on this
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scale indicate that an individual prefers to speak, read, think, and use media in the
English language rather than Spanish, and that one’s social contacts tend to be non-
Latino White/Anglo-American more than of Latino background.  Although it is
theoretically possible that non-Latino White parents could speak Spanish and/or have
many Latinos in there social networks, this was not the case in this sample.  In fact, in
response to the question, “In general, in what language do you read and speak?”, 37
out of 37 non-Latino White parents responded, “Only English.”   Likewise, almost all
parents in the NWP groups reported that their social contacts tend to be White rather
than Latino, in spite of the fact that most of the non-Latino White parents live in
communities with high percentages of Latino children and families.  Thus, perhaps the
only real clinical utility of this finding is that it reinforces the notion that the parents in
the sample may have differed with regard to the variables in question based upon their
cultural values and the degree to which they endorse values common to Anglo-
American culture in the U.S.
Limitations and Future Research
Most of the limitations of the present investigation have already been
addressed throughout the Methodology, Results, and Discussion sections.  However,
they will be reviewed and expanded upon here.
Recruitment issues
Undoubtedly, one major limitation of this study relates to participant
recruitment.  As was previously stated, the poor response rate resulted in a small
sample size with unequal N across groups, which had a direct impact on the level of
statistical power and caused a reduction in statistical conclusion validity.  Thus, the
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lack of significant findings or support for the original hypotheses may be attributable
to low power and the inability of the statistical tests used to detect any significant
differences or phenomena occurring within the sample population.
Furthermore, the validity and generalizability of the current findings are
severely limited by the selection bias imposed on the data as a result of low response
rates.  The response rate for the non-Latino White sample was very low (11%), and
although the response rate for the Latino sample was generally higher than expected
(32%), both rates of return were considerably lower than would be desired in order to
conclude that the samples were at all representative of the larger population.  Such
poor response rates indicate the presence of a subject-selection bias, and suggest that
parents within both groups differed systematically from the average potential
participant within the theoretical population.  Given that most parents who were
invited to participate in the study did not respond, it can be said that the average
parent was not represented in the final sample.  At present, it is unclear how the
participants actually differed or what personal characteristics inspired them to
volunteer when most parents declined participation.  As was previously discussed in
Chapter 3, it may be related to the procedures used (such as having children deliver
packets to parents), reactivity to the nature of the study, or the familiarity of the
researcher within the community.  Any future research studies should take make
improving response rates and increasing sample size, and thereby statistical power, a
priority in order to determine if the variables in question are actually unrelated.
Decreased statistical power is the most obvious and concrete consequence of
low participant recruitment.  For this reason, when discussing recruitment issues in
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publications, many authors provide only a general description of recruitment
procedures, and often limit any dialogue regarding the impact of recruitment problems
to the issue of power.   However, it is doubtful that any researcher has not experienced
the frustration associated with poor response rates at some point in his/her career, or
has not recognized that such problems may have an impact on more than just
statistical power.  Indeed, in some cases, one may learn just as much about the sample
population from the difficult recruitment process as one does from the data.  And yet,
there is a lack of detail in most publications regarding the difficulties encountered and
lessons learned during this process.  In fact, in many ways, this researcher was
unprepared for some of the problems that arose when trying to enlist participants
simply because there was no precedent or warning, so to speak, in the literature.
Perhaps this reluctance to elaborate in publications is due to a fear that doing
so will reduce credibility of the results (or the researcher), or perhaps it is simply a
matter of complacency, and it is just assumed that recruitment problems are part of the
research process.  Or, at the very least, perhaps many researchers do not bother to look
beyond the statistical impact of recruitment issues, thereby overlooking the more
sophisticated lessons to be learned from the problems experienced during the
recruitment phase of the study.
Once again, due to the fact that few articles provide details regarding the
recruitment of minority individuals for health care and psychosocial research, this
researcher did not foresee some of the obstacles that were encountered.  It was
expected that response rates would be generally low given the potential population,
procedures employed, and lack of large incentives.
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Some research has shown that small to moderate incentives (such as the $50.00
raffle employed here) do not have a significant effect on participation rates in research
(Asch, Connor, Hamilton, & Fox, 2000).  Although there is debate as to whether the
use of financial incentives is coercive when used with low-income subjects (Freimuth
et al., 2001), given that the potential population of participants was generally
economically disadvantaged, the researcher was hopeful that even a small to moderate
incentive would be motivating to parents.  However, although no parents declined
participation in the raffle, some parents declined participation in the study, citing lack
of sufficient monetary incentive as the reason for not participating.  This is particularly
interesting in light of the fact that the only parents who cited incentives as reason for
declining were of non-Latino White background.  This researcher does not have a
clear explanation for this phenomenon, especially given that the non-Latino White
parents in this study tended to be slightly better off financially than the Latino parents.
However, the importance of the financial incentive for non-Latino White
parents may be connected to two other factors affecting participant motivation:
personal benefit and personal relationship.  Research has shown that minority
participation in research improves when subjects perceive the research to have a
personal benefit, such as social recognition and practical financial gain (Wilcox, et al.,
2001), and it is possible that non-Latino Whites invited to participate did not feel the
same degree of personal relevance as did the Latinos.  In the experience of this
researcher within the community under investigation, research which addresses the
issues that affect the Latino community is generally well-received, and often Latino
participants express appreciation that someone is taking notice of their needs and
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unique characteristics.  Some non-Latino White parents in this study did express the
sentiment that the study was not relevant for them, or that it only applied to Latinos,
which may have discouraged participation and accounted for the extremely low
response rate within this group.
Furthermore, the higher participation rate of Latinos may reflect the
importance of personal relationship between researchers/recruiters and potential
participants.  Positive interpersonal relations between recruiters and subjects have
been shown to be essential to recruitment and retention (Hawranik & Pangman, 2002;
McQuiston & Uribe, 2001). Even when the subjects being recruited are in the health
care industry or may be potential researchers themselves (such as physicians), Asch et
al. (2000) found that having a personal contact or relationship with the recruiter
resulted in increased participation rates.  This researcher was familiar to many of the
potential Latino families being recruited due to previous work within predominantly
Latino schools in the community, and thus, it is possible that Latino parents were more
motivated to participate due to this prior relationship than non-Latino White parents.
When viewed within the context of personalismo, it is likely that a personal
relationship with the researcher held even more value, and therefore, was substantially
more motivating, for some Latino parents.  Evidence of this phenomena may be found
when one considers that the response rates for both the Latino and non-Latino White
groups improved (from 32% to 71% and 11% to 43%, respectively) when a two-
pronged approach was used and parents were invited to participate both in writing and
via personal telephone contact with the researchers.
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Furthermore, to harken back to the idea of cultural competence and personal
relevance, the fact that all measures were provided in Spanish and that the researcher
and research assistant were bilingual/bicultural may have promoted participation
among Latinos.  Research shows that these factors tend to improve participation by
racial/ethnic minorities (McGraw, McKinley, Crawford, Costa, & Cohen, 1992).
Significant efforts were made to improve the likelihood that low-income
Latino parents, a traditionally hard-to-reach group, would participate in the study.
Every attempt was made to reduce barriers to participation by recruiting within the
community, using Latino recruiters, and by addressing social issues which have some
relevance for the participants.  In addition, a common source of selection bias was
eliminated by offering all verbal and written materials in Spanish, thereby eliminating
the typical exclusion of non-English speaking participants.  As a result, although the
total response rate was low for Latinos as well as non-Latino Whites, this is probably
due to the fact that the low response rate is actually a non-response rate, and in
general, the Latino sample was much easier to recruit than the non-Latino White
sample.
However, in the endeavor to promote participation among Latinos in this
study, it is possible that the non-Latino White population was somewhat overlooked.
When non-Latino White parents expressed negative attitudes about the research,
investigators attempted to address them sensitively and thoroughly.  However, given
the nature of the study, there was no way to conceal the fact that non-Latino Whites
represented the “control” or “comparison” group in this study, and that the issues
affecting Latinos were of central importance to the project.  As a result, it is possible
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that those non-Latino White parents who declined or failed to respond did so because
the study appeared biased or only concerned with the attitudes and feelings of the
Latino group.
In this vein, negative comments which reflected potentially racist attitudes, or
at the very least, negative feelings about the inequalities in the community, were
unexpected, and poorly addressed in the study design.  Any latent resentment or
hostility between these two groups would have been exacerbated when participants
attempted to complete measures such as the acculturation scale or the health beliefs
questionnaire.  In fact, for those non-Latino White parents who did not hold racist
beliefs and were happy to participate in the research for altruistic reasons, these
questionnaires may have been intimidating or off-putting.  For example, the last item
on the Marin Acculturation Scale asks parents, “If you could choose your children’s
friends, you would want them to be….”, and parents are asked to choose between
Latinos and Americans.  On several occasions, non-Latino White parents wrote in
comments such as, “I want my child to be exposed to people of all colors,” and chose
the “half and half” option.  Statements such as this may reflect the sentiment that non-
Latino White parents felt there was an implication of racism underlying the
questionnaires.
Hence, what does it all mean? What lessons can be learned from the
recruitment problems encountered in this study?  First and foremost, this study speaks
to the need for researchers to begin reporting recruitment problems on a more regular
basis, in an effort to inspire dialogue and change regarding current standard practices.
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Second, the recruitment issues addressed in this discussion suggest that
conducting research pertaining to racial, ethnic, and cultural differences can present
somewhat of a minefield with regard to cultural sensitivity.  It is truly challenging to
design a study that thoroughly examines cultural differences without creating bias.
Perhaps social scientists should reevaluate the utility of using White comparison
groups when attempting to assess variables related to culture among ethnic minority
populations.  As was stated throughout the Discussion section, the results of this study
suggest that a more fruitful endeavor would have been to compare different groups of
Latinos, or Latinos who differed according to factors such as insurance coverage or
access to care, rather than comparing them to non-Latino Whites.  Future research
should concentrate on the investigation of variables such as health locus of control,
self-efficacy, health beliefs, and acculturation and health care utilization within the
heterogeneous Latino population.
This also speaks to the need for a shift in thinking related to the standardization
of procedures across groups.  In hindsight, it was probably not wise to have non-
Latino White parents complete the acculturation measure.  For this group, this
measure had little informative value, and although it reduced variability and
procedural error across groups, the potential cost with regard to recruitment and
reactivity may have outweighed the benefit of such standardization.  Thus, future
researchers should carefully weigh the cost/benefit ratio when designing procedures
and choosing measures for use with ethnically-diverse populations.
However, designing a research study that can adequately address the
recruitment problems discussed here may be challenging using a traditional linear
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model to plan a study.  With such an approach, the investigator asks a research
question based upon a priori knowledge or previous research, chooses a population
and measures to be used to test hypotheses, and conducts the study.  While this
method of research design is the norm in most scientific research, its top-down
approach does not take into account contextual, cultural, and population characteristics
which ultimately affect the successful completion of any investigation.
Thus, some social scientists advocate for the use of partnership-based models
that strive to promote cultural sensitivity and increase the relevance of social science
research within diverse communities.  To this end, Nastasi, Moore, and Varjas (2004)
developed the Participatory Culture-Specific Intervention Model (PCSIM), which has
its foundations in the fields of school psychology and anthropology.  According to this
model, the development of research programs, theoretical models, and interventions is
a recursive process (Nastasi, Moore, & Varjas, 2004).  Professionals partner with
“stakeholders” in the community (such as parents or teachers) in order to develop
programs that are appropriate, sensitive, and valid for all members of the community,
implement such programs, and then engage in a process of reevaluation and revision
of the original program design as necessary in order to generate interventions which
are culture-specific and efficacious (Nastasi, Moore, & Varjas, 2004).
Although the PCSIM model was created for and applies most directly to the
development of intervention programs (particularly school-based mental health
services), several of its components can be adapted for the design of psychological
research studies within culturally-diverse communities, and may be useful in
overcoming some of the obstacles to participation and recruitment encountered in this
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study.  For example, the PCSIM model emphasizes using formative research to
develop theories which are specific to the target population, and then using the
culturally-specific theory to design the study or intervention (Nastasi, Moore, &
Varjas, 2004).  Nastasi, Moore, and Varjas (2004) refer to this type of research as
Participatory Action Research.  While the current researcher attempted to do exactly
that when planning this study, it could have been enhanced had the researcher solicited
the advice, opinions, and recommendations of community stakeholders in the design
process, as is recommended in the PCSIM model.  By engaging stakeholders in the
initial design phase, the researcher could have assessed the most efficient methods of
participant recruitment (such as how parents preferred to be contacted or how much
incentive was enough to promote participation), and may have been able to foresee
problems related to reactivity or cultural insensitivity of the methods and measures
used.   Furthermore, the PCSIM model recommends that there be a continuous
feedback loop between professionals and stakeholders through all phases of design,
implementation, and evaluation (Nastasi, Moore, & Varjas, 2004), a process which
may have enabled this researcher to adjust procedures in a way that made the study
more acceptable to participants, as well as more culturally-specific with regard to
hypotheses and theories.  Thus, future researchers should consider employing methods
described in the PCSIM model when designing and conducting culturally-based
research with diverse populations such as this study attempted to do.
The Confound of Socioeconomic Status
The limitation presented by the confounding effect of SES in the analyses
should also be discussed with regard to differences in rates of health care use across
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groups.  Many of the differences that exist between ethnic minorities and Whites are
often attributed to culture, when in fact, they are more likely a function of education
and socioeconomic status.  Thus, a primary goal of this study was to compare Latino
and non-Latino White parents of similar socioeconomic background in an effort to
reduce the possible confounding influence of SES and education discrepancies
between the two groups.  Few research studies examining disparities between Latinos
and non-Latino Whites have chosen to control methodologically for such confounds,
choosing instead to use statistical controls (e.g. analysis of covariance procedures) to
reduce variance attributable to SES differences between groups.
However, in essence, this study attempted to measure attitudes and the ways in
which they influence the performance of help-seeking behaviors, and it was felt that
one’s education, economic, and social status plays an integral role in the development
of such attitudes.  Thus, no amount of statistical or external manipulation of the data
could truly “control” for the effect that economic privilege or hardship has on one’s
identity, beliefs, and overall worldview.  This distinction suggests that differences
between racial/ethnic groups which have historically been attributed to culture or
ethnic status in the literature after “controlling” for SES statistically, may have been a
greater function of education and economic level rather than race or ethnicity.
It may also explain why previous research repeatedly has found differences in
both attitudes, beliefs, and help-seeking practices between minorities and non-minority
Whites, and why the results of this study contradicted those often found within the
literature.  Although non-minority Whites tended to be of higher SES than the Latinos
in the study, almost all families still occupied lower socioeconomic levels, and
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therefore poverty may have had similar effects on the beliefs and behaviors of both
groups.  To this end, every effort was made to recruit parents of similar SES,
regardless of race.
However, the potential population of low-income non-minority White families
in Philadelphia is substantially smaller than the potential population of low-income
Latino families, which presented a great challenge when trying to recruit an adequate
sample of non-Latino White parents.  (The researcher suspects this is also the reason
why the aforementioned research studies recruit non-minority Whites from higher SES
levels and then attempt to control for it statistically.)  Certainly it would have been
easier to recruit the non-Latino White parents from a region with a larger potential
population, and a historically better record of participation (i.e. affluent, suburban
school districts) and parent involvement.  This would have reduced the need for
varying recruitment efforts across groups, but it was felt that this would defeat the
purpose of the study, and would introduce another degree of variability into the
design.  However, efforts to reduce variability with regard to SES between the two
groups resulted in an increase in selection bias and other sources of variation between
groups.  Thus, future research should attempt to recruit parents of similar SES, but
may improve their chances of obtaining representative White samples by using a
larger catchment area, multiple sites for data collection, and by reducing the effect of
variables previously addressed such as cultural insensitivity or financial incentives.
Access to Care
As has been repeatedly stated, it is likely that the families in this study differed
significantly regarding their access to health care services, which impacted the nature
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of between-groups comparisons.  As with any study, a high degree of uncontrolled
variance between groups has implications for the interpretation of findings, as well as
the generalizability of these findings to larger populations.  Future research should
carefully measure factors such as child’s health status, parents’ level of perceived
need, health insurance coverage, and access to community services in conjunction
with health care utilization in order to control for such differences and reduce
unexplained error and variability.
However, although the introduction of school-based health services such as a
dental clinic and behavioral health program at Site 1 presented a significant confound
and “intervening variable” for the study, one cannot ignore the interesting effect it
may have had on the results.  Recently, more and more health care professionals are
beginning to advocate for culturally competent training and the need for community
health promotion efforts and outreach in underserved Latino communities (Aguilar-
Gaxiola et al., 2002; Barrio, 2000; Larson, Stroebel, & Perkey, 2001; Santos,
Henggeler, Burns, Arana, & Meisler, 1995; Vega & Lopez, 2001).  This may be in
response to data showing that many Latino and low-income families use community-
based services more often than traditional services (Rew et al., 1999).  In addition,
research shows that Latinos may actually prefer this type of outreach:  in a study of
Latino children and families with and without subsidized health insurance, Manos et
al. (2001) found that 75.9% of the mothers in the sample reported that they felt
community organizations could provide useful help during the complicated process of
insurance enrollment for their children, and 48.6% reported that they actually would
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prefer to receive assistance from community programs when attempting to access the
subsidized health care system.
Thus, the trends observed within this population may reflect the positive
results of such outreach activities, and we may see the discrepancies between rates of
utilization by Latinos and non-Latino Whites diminish as efforts are made to bring
health care services into the communities and neighborhoods in which low-income
and ethnic/minority groups live.  Thus, a future research study related to the influence
of culture or ethnicity on health care utilization practices of Latinos, or between
different ethnic groups, should also measure differential access to community-based
services.  For example, investigators could compare the utilization rates of Latino
children with greater than usual access to school-based services, such as those at Site
1, with Latino children attending a school that does not have similar programs in
place.
Methodological Concerns
The serious limitations of this study pertaining to low power, selection bias,
and other variability in procedures has already been addressed.  However, it should
also be noted that a major shortcoming of this study lies in the measure of the
dependent variable.  At the time the study was designed, a well-validated measure of
health care utilization that incorporated medical, preventive, and mental health care
services, along with alternative providers and interventions, was unavailable.  Most
research examining health care use measured rates of usage by conducting chart
reviews within a specialty clinic, or through self-report/interview methods. Due to
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logistical considerations such as time, manpower, access, and HIPAA regulations, this
researcher was unable to conduct chart reviews for subjects.
In addition, given that one goal of the study was to obtain a sample
representative of the community, the study design precluded use of a primary care
clinic with available records as a recruitment site.  As a result, self-report methods
were used to obtain information regarding history of health care use for children in the
study.  The health care use questions were developed specifically for this study, and
therefore, the questionnaire used was not empirically validated.  Furthermore, only
three questions were used to gather data regarding preventive, medical, and mental
health care use among participants.  In one sense, these questions represent three one-
item factors which could have been assessed, at minimum, for test-retest reliability at
the time of data collection.  However, no psychometric data was obtained with regard
to the dependent measure, and thus, the validity of this data is questionable, and
presents a significant confound in the results. It cannot be concluded that the rates of
health care utilization reported in this study are accurate and representative of the true
utilization rates of participants, and so any results should be interpreted with extreme
caution.  Yet, it is also important to note that even if a validated self-report measure
was used to assess rates of health care utilization among participants, it nonetheless
would have yielded self-report data, and would have susceptible to the same
limitations with regard to validity and consistency as all data generated by
participants’ self-report (Kazdin, 1992).
This limitation also applies to the measures used to assess the independent
variables.  While all measures used appeared to have adequate psychometric
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properties, in general, the construct validity of the specific factors used was not
routinely reported by the developers of the measures.  Thus, it is possible that the
measures were not adequate in assessing the constructs of parent health locus of
control orientation, self-efficacy, or health beliefs, possibly accounting for the general
lack of significant findings.
In addition, it should be noted that the measure used to assess parent sense of
self-efficacy was not specific to health, illness, or health-related behaviors. Rather, the
PSOC assessed parents’ sense of competence/efficacy as a parent.  It is possible that
parents may effective and competent with regard to general parenting skills and
behaviors, but that they may feel ineffective with regard to their child’s health or their
ability to perform health-related behaviors.  As a result, it is possible that the PSOC
did not adequately describe or measure the parents’ sense of self-efficacy as it pertains
to their help-seeking behaviors.
Future research regarding these psychosocial variables and rates of health care
utilization should incorporate the use of more standardized, well-validated measures.
For example, the Service Assessment for Children and Adolescents (SACA) is a semi-
structured interview designed to gather information on a child’s lifetime and past-year
use of treatment services (Horwitz et al., 2001).  It is available in both English and
Spanish,  and has been documented to be a reliable and accurate way of assessing
patters of treatment use in both Latino and non-Latino populations (Horwitz et al.,
2001; Canino et al., 2002).  Use of such measures would improve the validity and
reliability of any data collected regarding health care utilization among Latino
families.
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Clinical Implications
The limitations of this study and the effect they have on the ability to draw
conclusions from the findings imply that further investigation is needed in order to
confirm whether or not the lack of significant predictions between the psychosocial
variables and health care utilization represents an actual phenomenon or is a result of
flaws in the research design.  Although the original hypotheses were generally not
supported, it may be that the variables in question are related to health care use in
ways not measured or examined in this study.
Establishing a relationship between health locus of control, self-efficacy,
health beliefs, and acculturation and help-seeking has implications for health care
providers.  As more definitive information is obtained regarding the attitudes affecting
health care use among Latinos and other groups, health care providers can develop
plans of psychoeducation and intervention that address cultural differences and
improve access and use of services when needed.
However, results also suggest that differences often attributed to race or
ethnicity in psychosocial research may be due to differences in SES, and that the most
important role in help-seeking is played by factors that increase or decrease access to
health care services.  Thus, they imply that access to care should be the focus of
research related to health care utilization among low-income families.  Likewise,
results indicating that Latino parents in this study seemed to have higher than usual
rates of health care use may be a direct result of the recent emphasis placed on
community outreach for underserved populations by healthcare providers.  Although
these results suggest that such community outreach is working and provide support for
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the allocation of resources needed to create, deliver, and evaluate the effectiveness of
community health care programs, they also call attention to the possibility that poor
families who do not benefit from such programs or outreach activities are being
neglected by the health care community.
Furthermore, the numerous problems encountered during the data collection
phase of this study provide valuable lessons to researchers regarding the
implementation of research within ethnically-diverse populations, and emphasize the
need for investigators to make use of procedures and methods which are appropriate
and sensitive to all participants.
Conclusion
The present study investigated the relationship between psychosocial variables
that may be potential cultural barriers to care, such as parental health locus of control,
health beliefs, self-efficacy, and acculturation, and health care utilization by low-
income Latino and non-Latino parents of school age children.  In general, these
variables were unrelated to rates of health care utilization by Latino and non-Latino
parents for their children.   It was found that Latino parents reported higher rates of
utilization of services for their children than did non-Latino White parents of similar
socioeconomic status, a trend which contradicts national trends established in previous
studies.  Higher rates of utilization among Latinos in this sample may be due to
differential access to health care services, and may have been in response to a higher
than usual availability of school-based health services among participants.  Latino and
non-Latino parents were also found to differ with respect to levels of acculturation and
their culturally-based causal attributions for illness.  These results have implications
142
for future research and the provision of health care services to low-income and ethnic
minority populations, and suggest there is a need for health care providers to
investigate further the role of culture and SES in help-seeking, as well as to devote
time and resources to increasing community access to health care services among
these populations.
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APPENDIX A:  DEMOGRAPHIC CHARACTERISTICS OF STUDENT BODY
OF SITES 1 THROUGH 5
*Ethnicity of Student (Percentage of Student Body)
School African
American
Latino Caucasian Other**
Site 1: Roberto
Clemente Middle School
26% 69% 5% 0%
Site 2: John Paul Jones
Middle School
37% 37% 25% 1%
Site 3:  William Harding
Middle School
57% 18% 23% 2%
Site 4:  Grover
Washington Jr. Middle
School
68% 14% 4% 14%
Site 5:  Central East
Middle School
35% 50% 5% 10%
   * Self-Identified racial/ethnic status (as reported by parent/guardian of child)
   **  Includes students who were self-identified as Asian, American Indian, Pacific Islander,
         and students for whom no ethnic/racial status was reported
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APPENDIX B:  HEALTH CARE UTILIZATION QUESTIONS
1.  During the past 12 months, how many times has your child been seen by one or
more of the following types of health care professional for a medical problem or
illness (for example, the flu, fever, ear infection, sore throat, stomach ache, toothache,
etc.)?
a.  Physician-general practitioner __________
b.  Pediatrician __________
c.  Other physician-specialist __________
d.  Dentist __________
e.  Nurse __________
f.  School Nurse __________
g.  Priest, Pastor, Rabbi, or
     Other Religious Person __________
h.  Other  __________
    (Please list other professionals seen)
______________________________
2.  During the past 12 months, how many times has your child been seen by one or
more of the following types of health care professional for a behavior problem,
emotional problem, or mental health problem (for example, getting into fights,
difficulty paying attention, not following directions, sadness, nervousness, getting in
trouble in school, etc.) ?
a.  Physician-general practitioner __________
b.  Pediatrician __________
         * c.  Psychiatrist __________
       ** d.  Psychologist __________
e.  Therapist __________
f.  Social Worker __________
g.  Nurse Practitioner __________
h  School Nurse __________
i.  School Counselor __________
j.  Priest, Pastor, Rabbi, or
    Other Religious Person __________
k.  Other __________
    (Please list other professionals seen)
______________________________
______________________________
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*  A PSYCHIATRIST is a physician with medical training AND mental health
training who prescribes medicine for physical and mental health problems.
** A PSYCHOLOGIST is a doctor who has mental health training, but CANNOT
prescribe medicine or treat physical health problems.
3. During the past 12 months, how many times has your child been seen by one or
more of the following types of health care professional for some type of preventive
health care services (for example, vaccinations, physicals and routine check ups,
teeth cleaning, eye exam, etc.)?
a.  Physician-general practitioner __________
b.  Pediatrician __________
c.  Dentist __________
d.  Other physician-specialist __________
e.  Psychiatrist __________
f.  Psychologist __________
g.  Therapist __________
h.  Social Worker __________
i.   Nurse Practitioner __________
j    School Nurse __________
k.  School Counselor __________
l.  Priest, Pastor, Rabbi, or
    Other Religious Person __________
           m. Other __________
    (Please list other professionals seen)______________________________
  ______________________________
4.  During the past 12 months, how many times has your child received health care
services for a medical problem or illness (for example, the flu, fever, ear infection,
sore throat, stomach ache, toothache, etc.) at one or more of the following places?
a.  Doctor’s office _______________
b.  Emergency Room _______________
c.  Inpatient Hospital Setting _______________
d.  Community Health Clinic _______________
e.  School Health Clinic _______________
f.  Other (Please list)             _______________
5.  During the past 12 months, how many times has your child received health care
services for a behavior problem, emotional problem, or other mental health
problem (for example, getting into fights, difficulty paying attention, not following
directions, sadness, nervousness, getting in trouble in school, etc.) at one of the
following places?
a.  Doctor’s office _______________
b.  Emergency Room _______________
c.  Inpatient Hospital Setting _______________
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d.  Community Health Clinic _______________
e.  School Health Clinic _______________
f.  Other (Please list)             _______________
6.  During the past 12 months, how many times has your child received preventive
health care services (for example, vaccinations, physicals and routine check ups,
teeth cleaning, eye exam, etc.) at one of the following places?
a.  Doctor’s office _______________
b.  Emergency Room _______________
c.  Inpatient Hospital Setting _______________
d.  Community Health Clinic _______________
e.  School Health Clinic _______________
f.  Other (Please list             _______________
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